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Preface

One of the most important practical problems in child psychology and psychia-
try is the differential diagnosis of emotional disorders. Until recently, the gener-
al mode of assessment had been to apply to children the characteristics of
psychopathology that were evident in adults. In addition, there had been few
assessment tools available for use with children aside from modified versions of
adult instruments. Understandably, this approach was controversial, and dissat-
isfaction with it led to the more recent knowledge that adult and child problems
may be manifested quite differently. The third edition of the Diagnostic and
Statistical Manual of Mental Disorders takes these factors into account much more
extensively than previous editions. Furthermore, a great deal of research on
methodology in child assessment procedures has emerged recently. Yet, in spite
of these advances, practicing clinicians are still frequently at a loss in moving
from the characteristics of the disturbed child before them to the final assign-
ment of a psychiatric diagnosis. The focus of this book is to outline the various
methods of viewing and categorizing the wide range childhood psycho-
pathology, with special emphasis on the end product of making a differential
diagnosis.

Our goal was to make this book unique in several ways. First, we attempted
to cover a wider range of disorders than is typical in currently available hand-
books. Thus, this book includes chapters not only on such commonly seen
problems as attention deficit or conduct disorders, but also on rarer or less
frequently discussed psychopathologies, such as learning disabilities, mental
retardation, and psychophysiological problems.

Second, for each of the various types of psychological problems, current
research and clinical lore concerning early or common indicators of that disorder
are discussed. Too often in the past, assessment handbooks have been designed
for use after a diagnosis has been made, rather than to help the clinician consider
various disorders from the outset, as this book attempts to do. For example, a
child’s excessive daydreaming in the classroom is a frequent presenting problem
in clinical settings. Although one might initially suspect the presence of an
attention deficit disorder, such behavior may also be an early indicator of de-
pression, learning disability, or mental retardation. The reader of this book
should find a great deal of information to permit consideration of several diag-
noses, given a specific presenting symptom.

Third, an up-to-date review of the latest assessment methods and their
psychometric properties is presented, including descriptions of their use and
addresses for obtaining copies of some of the unpublished forms. Where appro-
priate, cutoff scores and normative information are also provided to aid the
reader in considering the significance of a child’s score on a particular measure.

Fourth, the relationship between each type of disorder and other emotional
problems is considered in detail in two ways. In order that the reader may be
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alerted to related problems requiring further assessment, types of psycho-
pathologies that tend to co-occur are identified. Furthermore, the differential
diagnosis of each disorder is explored, with suggested guidelines for ruling out
competing diagnoses.

Considerable attention is also given to the problems inherent in conducting
a psychological assessment with children who have special handicaps. Various
chapters elaborate on the specific modifications that may be necessary when
working with children who are medically, physically, visually, cognitively, or
hearing-impaired. Furthermore, adjustment problems that may be uniquely re-
lated to these disabilities are pointed out.

Finally, we have sought to maintain a balance between the basic and ap-
plied orientations, presenting a synthesis of the available knowledge in the area
of the assessment and diagnosis of childhood psychopathology. For instance,
we have included a chapter on clinical interviewing and report writing to aid the
practicing clinician, whereas the chapters on the history of assessment and on
theoretical issues may be of greater interest to the academic psychopathologist.
Other chapters, covering diagnostic systems, basic assessment methodologies,
and the disorders themselves, should be of use to all.

In summary, we have attempted to compile a handbook of scholarly and
practical information that can be readily used by practicing clinicians, re-
searchers, and graduate students in the mental health professions. Because of
the massive amount of material covered in this book, we wanted each chapter to
be written so that it could stand alone, or so that it could be alternatively
supplemented by the other chapters. This approach has necessitated a small
amount of unavoidable redundancy across some chapters, a factor that we hope
the readers of the entire volume will understand.

Finally, we would like to express our appreciation to Cecile Herrin and Kaye
Moore for their aid in manuscript preparation, and to Alan Bellack, Michel
Hersen, and Eliot Werner for having confidence in us and our project. Cynthia
Frame’s work was supported in part by the Institute for Behavioral Research, the
Department of Psychology, and a Sarah Moss Fellowship, all of the University of
Georgia.

Cynthia L. Frame
Johnny L. Matson
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I Basic Issues



1 Historical Trends in the
Recognition and Assessment of
Childhood Psychopathology

CyNTHIA L. FRAME AND JOHNNY L. MATSON

Surprisingly, the scientific study of childhood psychopathology is of relatively
recent origin, primarily dating since the early 1900s. There seem to have been
several important historical trends that resulted in a failure to recognize the
importance of assessing, diagnosing, and treating mental disorders in children.
One important factor was certainly the comparable lack of attention paid to the
psychological problems of adults until the late 1800s. Thus, early views of chil-
dren’s psychological problems closely paralleled those of adult’s mental disor-
ders. These views of psychopathology through the ages will be described in
more detail later. As will be discussed, the lack of any theoretical framework for
investigating psychopathology greatly hindered progress.

Second, it was not recognized until recently that children were different
from adults in their abilities, their needs, or other characteristics. As a result, the
genesis of the study of child development in its own right will also be considered
briefly in this chapter. Such work was influential in shaping our current thinking
about normal versus abnormal behavior in children.

A third historical trend influencing the type of attention given to childhood
problems involved the nature of the first successful psychological work con-
centrating specifically on children: the assessment of intellectual functioning.
The resulting thrust toward intellectual assessment and achievement testing
seemed to turn attention even further away from the study of other psychologi-
cal problems of children.

Finally, in the first half of the twentieth century, the delineation and study
of specific childhood psychopathologies was discouraged by the prevailing
school of thought of American psychiatrists. That movement, led by Adolf
Meyer, stressed the unimportance of diagnostic labels and classification systems
for children or adults, concentrating instead on each individual’s unique symp-
toms or ways of dealing with his or her environment. Most often, these behav-
iors were viewed from a psychoanalytic framework, in which children were

CynTHIA L. FRaME ¢ Department of Psychology, University of Georgia, Athens, . GA 30602.
JounNYy L. MaTsoN ¢ Department of Psychology, Louisiana State University, Baton Rouge, LA
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4 CyNTHIA L. FRAME AND JOHNNY L. MATSON

viewed differently from adults only in that they had not yet had the opportunity
to pass through as many developmental states. As we will see, this thinking led
to some erroneously held beliefs, such as the impossibility of childhood depres-
sion. On the other hand, learning theorists at the time also did little to further
the study of child psychopathology as a separate field by their claims that behav-
ior in animals, children, and adults could all be explained by the same processes
of operant or classical conditioning.

Obviously, however, the assessment of childhood psychopathology has
begun to bloom, despite these discouraging historical trends. Professionals from
the areas of psychoanalysis, learning theory, criminal justice, and child develop-
ment, to name a few, have contributed their ideas and their energies toward
developing special assessment and treatment techniques for children, as well as
toward establishing childhood psychopathology as a topic worthy of scientific
theorizing and empirical investigation. The shaky beginnings and the difficult
course of the field will be considered now in greater detail.

EARLY VIEWS OF PSYCHOPATHOLOGY

Although the systematic study of psychopathology is a rather recent phe-
nomenon, many emotional disorders, especially in their severe forms, have
been identified for some time. For example, in the Old Testament of the Bible,
numerous references are made to emotional disorders such as Saul’s severe
bouts of depression. Alexander the Great evidently exhibited periods of ““great
excitation” (probably what we would today call mania), and Abraham Lincoln
was reportedly depressed a good deal of the time. Of course, it is necessary for
us to use rather tentative labels here, as the information we have is too sketchy
to allow precise diagnoses. Nonetheless, it is obvious that, even before modern
classification systems were developed for psychopathology, mental disorders
were often identifiable and of no small concern to the families and friends of the
afflicted individuals.

Probably, the most common view of psychopathology since the fifth cen-
tury or before has been that of demonology. Persons with mental illnesses were
typically considered possessed by evil spirits, which at one time were thought to
be personified by the dreaded goddesses Mania and Lyssa. The habit of wander-
ing around and the proneness to violent outbursts were frequently considered
signs of a mental disorder. In his Histories, Herodotus reported that kings Cam-
byses of Persia and Cleomenes I of Sparta suffered from problems of this sort.
Given that these persons were generally believed to be possessed by evil spirits,
treatment possibilities were limited and were aimed at exorcism of the devil or
banishment of the individual. Plato described such persons’ being exiled to rid
the city of their presence.

Some scholars hold that the witch hunts that occurred in Europe and in the
early American colonial days results from such commonly held beliefs that men-
tally ill people were possessed by the devil (Zilboorg & Henry, 1941). Other
experts have come to believe, however, that the witch hunts were politically
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motivated framings of mentally healthy individuals; these scholars claim that
those with mental disorders were rarely accused of, or tried for, crimes (Neu-
gebauer, 1979). Instead, they were ignored, exiled, or placed under the care of
the clergy.

In early times, no mental hospitals existed in Europe. With the decline of
the occurrence of leprosy in the 15th century, many buildings previously used as
leper colonies were left standing, and it soon became a standard practice to
house mentally ill and/or mentally retarded people in these asylums. As might
be expected, individuals were merely “warehoused” in these institutions,
where they were given no treatment for their problems and little care. They were
frequently tied, chained, or locked into dark rooms and were often fed quite
poorly. Many died from malnutrition or contagious diseases that spread through
the asylums, and few ever improved or were released. It became fashionable for
rich ladies to visit the asylums and to watch the patients as a form of entertain-
ment. It was not until Philippe Pinel (1745-1826) revolutionized thinking about
mental disorders in 1793 by unchaining patients and ordering them to be treated
as fellow human beings that the concepts of benevolent care or actual treatment
for the mentally ill came into vogue. Thus, before this time, it had been better for
a person’s mental disorder to go unnoticed, as identification almost surely
meant exile or institutionalization, misery, and early death.

Pinel’s emphasis on “moral treatment” led to better conditions for mental
patients and finally spurred more systematic study of mental disorders when it
became obvious that even the most relaxing and luxurious situations did not
promote a decrease in the symptoms of some patients. A medical textbook that
dealt with psychiatry was first published in 1602. Its author, Felix Platter, a
Swiss physician, described 75 mental conditions. Over the next 200 years, the
descriptions of emotional disorders became much more sophisticated. Johann
Christian Heinroth (1773-1843) was one of the first psychiatrists to stress the
unity of mind and body processes; it was he who coined the term psychosomatic.
He attached particular importance to internal psychological conflicts.

About the same time, unfortunately, a Vienna-based physician set back the
study of mental disorders through his attempt to assess them using what he
thought were objective means. Franz Josef Gall (1758-1828) proposed that men-
tal faculties and dispositions were innate and depended on the topical structure
of a person’s brain. Gall attempted to assess the brain’s structure and the pur-
portedly related personality characteristics by examining the shape and contour
of a person’s head with his fingertips. It was eventually recognized that Gall's
ideas were wrong and his techniques virtually worthless, but even temporary
support for these views had a detrimental effect on the study of mental dis-
orders.

In the second half of the 19th century, there occurred two major advances in
the field of psychopathology. First, it was discovered that organic factors such as
vitamin deficiency, brain inflammation, or brain damage, and infections such as
syphillis could cause mental symptoms, including delusions, hallucinations,
mood swings, and memory loss. This discovery laid the groundwork for the
development of a medical model of mental disorders.
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Second, a young psychiatrist named Emile Kraepelin (1856-1926) made an
attempt to identify psychopathological conditions via the systematic documenta-
tion of various characteristics. Kraepelin carefully noted the etiology, symp-
tomatology, course, and outcome of each of his patients’ conditions and tried to
group together those that appeared to have similar patterns. So detailed was his
work that the ninth edition of his handbook of psychiatry exceeded 2,500 pages
in length. His major contribution, however, consisted of identifying and sepa-
rating the affective disorders from schizophrenia, and of emphasizing the utility
of the careful description and classification of mental problems.

The first official classification of mental disorders used in this country,
however, was that of the 1840 U.S. Census. It contained only one relevant
category: “emotional disorders.” By the 1880 Census, mental disorders had
been divided into seven categories, including mania, melancholia, monomania,
paresis, dementia, disposomania, and epilepsy, paralleling the increasingly so-
phisticated view of psychopathology as consisting of various discrete disorders.
This emphasis on diagnostic assessment and classification was shortly to de-
crease rapidly in America, however, and was not to reemerge until the 1950s.
We will discuss the decline in the use of psychiatric diagnosis in a later section.
First, we must consider two other developments in the early 1900s that influ-
enced the scientific study of psychopathology: the introduction of theories of
behavior by Freud and his colleagues, on one front, and by the learning theo-
rists, on the other.

A major factor hindering the pursuit of knowledge in the field of abnormal
behavior had been a lack of theory. Sigmund Freud (1856-1939) was one of the
first mental health professionals to suggest a rather comprehensive theory of the
development of abnormal behavior. Although a thorough description of his
work is beyond the scope of this chapter, we will underscore those elements that
were most relevant to the later growth of childhood assessment procedures.
Probably most important about Freudian theory was its emphasis on symp-
tomatic behavior as indicative of some underlying psychological turmoil. Thus,
Freud proposed that it was not enough to describe symptoms, but that one must
try to understand the inner workings of the mind and the nature of perhaps
unconscious psychological conflicts. Freud went on to suggest that there existed
a series of developmental stages through which individuals generally passed
during childhood. It was possible for an individual to become fixed at, or to
regress to, one of these stages, and certain symptoms were predicted to develop,
according to the particular stage. In turn, almost all symptoms were thought to
result from conflicts surrounding the various stages. The goal of treatment,
then, was to help the person uncover, understand, and accept those conflictual
issues. Freud’s theories attracted many followers, and soon psychoanalytic tech-
niques were in widespread use. This model of psychopathology eventually led
first to the development of projective assessment devices and then to the desire
for theory testing (Maher & Maher, 1979). Meanwhile, there developed among
psychologists an opposing theoretical viewpoint.

Led by John B. Watson (1878-1958), a group of learning theorists proposed
that the principles of operant and classical conditioning could be used to explain
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the acquisition and maintenance of abnormal behaviors. Again, this line of
thinking contributed to the scientific study of abnormal behavior through theory
testing. Unlike Freudian theory, however, learning theory stressed the descrip-
tion of symptomatic behaviors along with their antecedents and consequences.
Learning theory was eventually expanded by individuals such as Neal Miller,
John Dollard, and Albert Bandura to include the roles of social, or observational,
learning and cognitive attributions to explain the existence of psychological
problems. Among the psychoanalytic, learning, and organic theories, scientists
now had a gold mine of theoretical propositions from which to draw in their
work, and psychopathology became an accepted field of study.

But what are the implications of these developments for the study of child-
hood mental disorders? As mentioned previously, problems in childhood were
largely overlooked. It was evidently very rare for mentally disturbed children to
be institutionalized before or during the time of moral treatment. Yet, we know
that problems were sometimes recognized in childhood. For instance, Glicklich
(1951) described some treatments for enuresis that were suggested in a medical
text from 1550 B.C. One remedy consisted of giving the child a mixture of juniper
berries, cyprus, and beer. Other treatments included burning the crop of a cock,
placing it in tepid water, and giving it to the child to drink; shaving a hare’s
scrotum and placing it in wine for the child to drink; and giving the child toasted
seed of wild rue to drink every third day. The fact that such detail was given to
treatment recommendations suggests that enuresis was a problem of some con-
cern at the time. Furthermore, literature from the 1600s acknowledges “fits” and
“distemper” in a male child, but as with adult disorders, the symptoms were
attributed to possession by evil spirits (Wenar, 1982).

In the nineteenth century, some workers began to suspect that childhood
psychopathology might differ from that of adults, but many of their conclusions
were incorrect. In 1812, Benjamin Rush (1745-1813), commonly considered the
first American psychiatrist, suggested that children were less likely than adults
to suffer from mental illness because their brains were too unstable to retain
whatever mental phenomena caused insanity (Rubenstein, 1948). Some 50 years
later, the first classification of childhood psychological disorders was published.
Unfortunately, it contained only very broad descriptions of severe problems that
might occur in childhood, and much of the text was erroneous. For instance, it
described the commonly held notion that masturbation occurred only in chil-
dren and was responsible for a variety of psychiatric and physiological symp-
toms (Wenar, 1982).

The psychoanalytic movement that was to follow was important to the
study of childhood psychopathology in several ways. First, the description of
the psychosexual stages suggested which types of “developmental delays”
might occur in children with various symptoms. For instance, nail biting and
thumb sucking were considered most likely to be signs of a failure to pass
through the oral stage of development. In the emphasis on underlying conflict
rather than overt behavior, the primary symptoms of many children were left
unattended while they were assessed by means of projective devices and were
treated for psychological conflicts via ““talk therapy.” After professionals such as
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Anna Freud and Melanie Klein suggested that special techniques were needed
to uncover children’s unconscious conflicts and fantasies, assessment tools such
as play therapy and projective instruments that used animals or cartoons as
stimuli were developed. Finally, psychoanalytic theory suggested that there
were some disorders that children were not yet psychosexually developed
enough to experience—depression, for example. Thus, although beginning as a
framework that had as a major assumption a lack of differences between child
and adult mental problems, psychoanalytic theory did turn our attention to the
possibility of children’s having special assessment needs and showing unique
patterns of psychopathology.

Likewise, learning theory demonstrated that children could have fears and
other problems that adults experienced, and that it was often (hypothetically)
easier to change children’s problem behaviors because one could control en-
vironmental contingencies more than with adults. Watson’s studies in which he
conditioned fear in Little Albert and extinguished it in Little Peter were early
demonstrations of such ideas. When learning theory was expanded to include
social learning, it also suggested that imitation was a possible means of acquiring
maladaptive behaviors and placed greater emphasis on the necessity to evaluate
the actions of a child’s parents, teachers, and peers in addition to the child.

THe CHILD DEVELOPMENT MOVEMENT

As the reader has probably already discerned, the lack of attention to child-
hood psychopathology has a strong historical precedent in the lack of attention
to childhood in general. Throughout much of the course of history, children
were viewed as nothing more than miniature adults. In fact, Aries (1962) stated
that, before the 17th century, “childhood” was not even recognized. Children
were dressed as adults, and there were no special play activities, games, or
literature. It has been postulated by many that this state of affairs may have been
due in large part to high mortality rates and the struggle for mere subsistence.
For example, in the 18th century, children born in London had only a 50%
chance of reaching their fifth birthday. The factories of the period required a
considerable amount of cheap labor, which was often provided by very small
children. It was necessary for small children to work, or families would starve.
Typical of thinking at the time was the considerable opposition that occurred to a
bill that prohibited children 9-13 years old from working more than 48 hours a
week and prohibiting children 13-18 years old from working more than 68 hours
a week. :

Another driving force was the commonly held belief that children were born
into sin and needed to keep busy to stay out of trouble. Because children were
thought to be basically sinful, religious teachings also frequently endorsed harsh
physical punishment to keep the devil away. Thus, children, while being treated
as small adults in other ways, had no rights and were considered the property of
their parents, to be whipped or even killed if deemed necessary. There was no
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recognition that children might not be cognitively capable of making moral
judgments, because no knowledge was available regarding the development of
children’s skills, abilities, and cognition. In fact, relatively little was known even
about children’s physical growth.

In the United States, the study of children and their development came into
its own with the initiation of the child development institutes. According to
Sears (1975), Cora Bussey Hillis, a housewife in Iowa, realized one day in 1906
that there was more scientific study of livestock and agricultural products than
there was of children. She suggested that child development should be a topic
for (1) research aimed at the understanding of normal developmental processes
and (2) dissemination of this knowledge to the general public. Some 10 years
later, the Iowa Child Welfare Research Station was founded. It became a center
for the study of physiological and mental growth. Other states followed suit,
and there were soon other child development centers in Ohio, New York, Con-
necticut, Minnesota, and California, where experts began studying such diverse
areas as the social, physical, cognitive, intellectual, and behavioral development
of children. Although this work was somewhat slowed by the impact of World
War I, federal funding permitted the continued growth of knowledge generated
by these centers. They have provided us with vast amounts of information about
normal child development, permitting a better understanding of abnormal be-
havior at various ages.

Around the turn of the century, the efforts of two other individuals helped
to pioneer the mental health movement for children. In Chicago, William Healy
founded the Institute for Juvenile Research in 1909 to learn more about the
causes and prevention of juvenile delinquency. Healy stressed the role that
cultural and social background may have had in the development of the way-
ward behavior of these court-referred children. He engaged a multidisciplinary
team of professionals including psychologists, psychiatrists, and social workers
to assess and aid these troubled youngsters. Healy’s work was predated by
several years by Lightner Witmer, who had founded a clinic at the University of
Pennsylvania dedicated solely to the assessment, treatment, and study of child-
hood disorders. In fact, Witmer coined the term clinical psychology and was
influential in spreading the notion that mental illness and its assessment and
treatment were appropriate topics for psychologists to pursue. Largely because
of the work of Witmer and Healy, awareness of the need for psychological
services designed for children grew to such a height that, in 1921, governmental
funding was provided for the development and support of child guidance clinics
across the country, an idea that has persisted into the present. In this way, quite
a bit of progress had been made by 1930 toward acknowledging and pursuing
the unique nature of mental illness in children.

Unfortunately, however, although mental health professionals were now
interested in the psychological problems of children, they were basically uncer-
tain about how to assess and treat behavior problems in children, with one
exception. The exception lay in the area of intellectual and educational assess-
ment.
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THE DEVELOPMENT OF INTELLIGENCE TESTS

Around the turn of the century, a French psychologist named Alfred Binet
attempted to develop a test on the basis of which a child’s school success could
be predicted. Consisting of a collection of verbal and motor tasks that were
thought to represent a sampling of the child’s comprehension of his or her
environment, the test was soon adopted by Henry Goddard to assess his handi-
capped youth. It was then adapted by Lewis Terman at Sanford University in
1916. The test was scored in such a manner that a child’s performance was
compared to that of others of various ages, on the basis of which a mental age
score was obtained. Terman preferred to divide that score by the child’s chrono-
logical age to yield a score called the intelligence quotient, or IQ. It was discovered
that the IQ score was, in fact, very helpful in identifying those children who
would have problems learning in the regular classroom.

This turn of events had several major influences on the growth of the child
assessment field. First, the fact that the effort proved to be a successful one led to
the widespread use of intelligence tests in Europe and the United States. The
tests became a tool for identifying those children who might require special
classroom placements or academic assistance. Second, this work set the tone for
much of the child research for some time to come. Investigators refined intel-
ligence tests, developed new ones, and, beginning to differentiate “intelligence”
from “school learning,” developed achievement tests. Extensive normative and
developmental data were collected and made available to examiners for com-
parison with the results of each child’s performance. Desirable psychometric
properties were defined, and vast amounts of time and effort went into ensuring
the validity and reliability of the various tests. Designing and administering tests
of various sorts almost became a national pastime.

Tests were eventually developed for personality and psychopathology as-
sessment, as well. What had worked well for the assessment of children’s intel-
ligence, however, did not seem to work as well for the assessment of children’s
psychological difficulties. It was difficult to establish the validity and reliability
of projective tests, and those professionals assessing psychological problems
from a learning perspective did not recognize the need for normative data,
preferring to document each child’s reinforcement history. In this way, a move-
ment that first called attention to the special needs and abilities of children did
not serve them especially well in the long run. Arguments surrounding testing
eventually combined with attitudes against diagnostic classification to delay real
growth in the field of assessment of child psychopathology until the 1960s.

THE TREND AGAINST DIAGNOSIS

As alluded to earlier, the influence of Adolf Meyer in American psychiatry
was obvious in the decline of interest in diagnostic assessment and classification
from the early 1900s until the 1950s. The prevailing emphasis was on an indi-
vidual’s idiosyncratic conflicts and coping styles, and diagnosis was viewed as
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the “labeling” of individuals, with possible detrimental results such as social
stigma and self-fulfilling prophecies (Sarbin, 1967). The psychoanalysts felt no
need for such labels, nor did the “commonsense” psychiatrists such as Meyer,
who emphasized the role of environment in the development of psychological
difficulties. And, of course, learning theorists also viewed each individual’s
learning history as unique and denied the need for diagnostic classification.
Although such views were common well into the 1970s, an increasing number of
psychopathology researchers began to argue for the usefulness of psychiatric
diagnosis.

The purposes of classification were elucidated by those in the philosophy of
science and taken up by psychopathology researchers. The most important rea-
son for using a diagnostic system, they claimed, was to define the problem
under study. If a diagnosis provided a common vocabulary, then professionals
could communicate clearly and could better investigate the etiologies of differing
symptom patterns. Also, an accurate diagnosis should be an aid in predicting
response to various treatments. With the advent of antipsychotic, antidepres-
sant, and antimanic medications in the 1950s and 1960s, this proved to be the
case. The American Psychiatric Association’s third edition of its Diagnostic and
Statistical Manual of Mental Disorders (1980) represents the culmination of an
increased awareness of the utility of psychiatric diagnosis and an attempt to
make such classification reliable and valid. The new diagnostic movement is in
large part responsible for increasing our knowledge of childhood disorders and,
concurrently, our efforts to assess them. Professionals from many orientations
have come to the realization that we must identify and investigate the param-
eters of mental illness in childhood before we can develop more successful
treatments.

This book represents a sampling of our current knowledge and recent meth-
odological advances in the assessment and diagnosis of childhood psycho-
pathology. Although the reader may occasionally become frustrated by the
dearth of assessment instruments available for some of the disorders, this frus-
tration must be tempered by the knowledge that most of our important gains
have been achieved only in the last few decades. With continued concerted
effort, we may be as good at assessing childhood psychopathology in the twen-
ty-first century as we now are at assessing intellectual functioning and academic
ability.
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2 Theoretical Approaches to
Assessment and Treatment

EDWARD A. KONARSKI, JR., AND JEAN SPRUILL

Theories of psychopathology are collections of assumptions and facts relevant to
behavior, as well as descriptions of how they interact to explain the develop-
ment and persistence of abnormal behavior. Such theories have proved invalu-
able to both researchers and practitioners in their efforts to understand and
alleviate human suffering. In fact, it can accurately be said that any attempt to
understand, assess, or treat abnormal behavior presupposes some theory or
model of psychopathology. At a general level, professionals’ theory of psycho-
pathology acts as a guide to direct their performance in achieving their particular
goals. In this regard, the terms approach and orientation well describe this role of
theory.

Although many theories of abnormal behavior and treatment have been
delineated (Rosenhan & Seligman, 1984; Weckowicz, 1984), and many theories
of specific abnormalities have been proposed, this chapter outlines four general
approaches that describe the orientations most frequently encountered in the
child psychopathology area. These are the biological, behavioral, humanistic,
and psychodynamic approaches. They will be reviewed by examining the nature
of normal and abnormal functioning, as well as assessment and treatment issues
as outlined by each approach. Additionally, an evaluation of the contributions of
each approach will be presented.

BioLOGICAL APPROACH

The biological approach to understanding, assessing, and treating psycho-
pathology takes a somatic, or organic, orientation that is typically referred to as
the medical model of behavior. It was the first model of psychopathology that took a
scientific approach to this problem, and it has dominated the thinking of medical
professionals who deal with abnormal behavioral functioning. It has also influ-
enced psychological approaches to psychopathology such as the psychodynamic
model. In recent times, one can see a merging of psychological approaches with
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the medical model in the appearance of such fields as health and medical psy-
chology and the development of such treatments as biofeedback. Furthermore,
the biological approach has contributed significantly to the vocabulary of the
field (e.g., mental illness and symptoms). Familiarity with this approach is there-
fore highly recommended to professionals of all orientations.

We believe it is valid to extend the view of Crocker (1980) regarding the
different biomedical approaches to mental retardation to the entire field of psy-
chopathology. In summary, biomedical approaches to psychopathology include
(1) research on potential, specific physiological causes of psychopathology; (2)
clinical treatment of these disorders; (3) provision of primary health care for
affected persons; and (4) aid in the implementation of preventive programs
(Crocker, 1980). Additionally, the biomedical approach includes specific meth-
odologies for the assessment of mental illness and its underlying physiological
causes.

The Nature of Normal and Abnormal Functioning

The basic assumption of the biological approach to behavior is that there is a
direct correspondence between physical functioning and structures—the brain
in particular—and psychological functioning. Healthy physical functioning and
structures result in normal behavior, whereas unhealthy physical functioning or
structures result in abnormal behavior. The biological approach to psycho-
pathology is based primarily on the disease model of illness. A disease is an
altered state of the organism that is a break from the normal state of functioning
that results in some problems, referred to as symptoms (Weckowicz, 1984). Just as
one type of disease causes physical symptoms (e.g., fever), certain diseases
produce brain dysfunctions that may be permanent or transitory, and that result
in the behavioral symptoms of psychopathology. Specifically, psychopathology
is a disturbance in brain functioning. It is therefore considered a somato-
psychological process from the biological perspective. However, it is acknowl-
edged that disturbances in the psychological realm can result in physical symp-
toms (e.g., anorexia nervosa, peptic ulcers, or asthma). In this case, the process
of psychopathology is referred to as psychosomatic. In addition to the disease
model, some biomedical approaches are based primarily on genetic-constitu-
tional or biochemical models of abnormal functioning. These models will also be
reviewed.

Disease Model

Craighead, Kazdin, and Mahoney (1981) reported that there are infectious,
systemic, and traumatic types of diseases. Infectious diseases result from the
invasion of the body by extrinsic agents such as bacteria or a virus. The classic
example of this type of disease in the psychopathology literature is general
paresis, caused by the syphilitic spirochete, the long-term presence of which
results in severe brain damage, behavioral disturbance, and, possibly, death.
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Childhood infectious diseases such as meningitis and encephalitis may also
result in brain-related dysfunctions that produce extreme psychological debilita-
tion (Sacks, 1976).

Although many diseases have widespread effects throughout the body, in
systemic diseases the disease itself attacks several organs at once or across time
(Ariel & Strider, 1983). Such a disease may have any number of physiological
effects, depending on the organs involved and the exact nature of the problem.
However, several have been shown to be related to brain functioning in children
and hence have psychological effects. One example is acute lymphocytic leuke-
mia, a malignancy that results in an overabundance of white blood cells, which
has been shown to result in depressed IQ performance (Eiser, 1980), distrac-
tability, and memory deficits (Goff, Andersen, & Cooper, 1981).

Finally, traumatic diseases are those that result from external events that
produce physical damage. As with systemic diseases, the nature and extent of
potential brain damage are particular to the type and severity of the trauma and
to the organ system involved. There are many examples of this type of disease
that are particularly relevant to children and include such traumas as poisons
(e.g., lead and mercury), anoxia (lack of oxygen), a variety of dietary deficiencies
and excesses, and physical trauma such as a blow to the head. The effects of
these diseases are more devastating the earlier they occur in the developmental
sequence (e.g., fetal alcohol syndrome). Hence, prenatal and perinatal trauma
and trauma very early in life are more likely to have severe effects than trauma
later in life.

There is much evidence of the effects of this type of disease on psychological
functioning. For example, Taft and Goldfarb (1963) found that schizophrenic
children were more likely to show prenatal and perinatal complications that
cause neurological anomalies. Also, Chess (1971) reported a higher rate of au-
tism in children who had rubella in utero and subsequent birth complications.

Genetic-Constitutional Models

Although the genetic and constitutional models could be considered sepa-
rately, the genetic component of the constitutional model is so significant that
both will be discussed together. The basic premise of the genetic model is that
certain psychopathological conditions are the product of inheritance and result
from the laws of genetics. There are, of course, some inherited medical diseases
that result in psychological dysfunction, such as Huntington’s chorea (Rosenhan
& Seligman, 1984). There are also specific chromosomal disorders associated
with mental retardation and other psychological dysfunctions, such as Down,
Klinefelter, Turner, and XYY syndromes. However, the relationship between
inheritance and most forms of psychopathology is not direct; it is mediated by
the inheritance of abnormal physical structures or modes of physiological func-
tioning that are presumed to underlie the psychological disturbance. Evidence
for this type of transmission is given by studies showing possible genetic links to
temperament (Thomas & Chess, 1977), neuroticism (Shields, 1962), depression
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(Whybrow, Akiskal, & McKinney, 1984), autism (Folstein & Rutter, 1977), and
schizophrenia (Fish, 1977, Hemmings, 1982; Shields & Gottesman, 1972).

Genetics plays a strong role in the constitutional model of psychopathology.
This model states that a person’s phenotype, or physical characteristics, under-
lies her or his adaptation to the environment. Furthermore, different phe-
notypes are associated with different modes of adaptation. Everyone’s phe-
notype results from the interaction of a genotype (genetic background) with a
particular environment. Hence, a person’s phenotype is an evolving concept.
From this perspective, psychopathology represents a phenotype on the extreme
ends of the normal distribution of traits and characteristics related to adaptation
(Weckowicz, 1984). Kretschmer (1925) and Sheldon (1940), who described peo-
ple’s physiques in terms of types and dimensions, respectively, have presented
the most extensive of these theories.

The effects of a child’s temperament, adaptive style, and maturational
course, that, at least very early in life, appear to be primarily biologically based,
would also be included in the constitutional model. Each of these constitutional
factors affects a child’s adaptation to the environment by determining both the
challenges and the types of skills needed to deal with them (Achenbach, 1982).
Thomas and Chess (1977), for example, have measured temperament in many
ways, such as regularity of biological functions, intensity of reactions, positive
versus negative mood, and distractibility, to name a few relevant variables. They
reported that some of these variables tend to be associated with positive and
negative adaptation later in life. Furthermore, these measures of temperament
are also likely to affect the formation of an attachment relationship with the
child’s caregivers. The necessity of this relationship to later positive social be-
haviors has been well documented (e.g., Ainsworth, 1973).

Finally, the constitutional model includes the impact of particular phe-
notypes that affect adaptation by altering typical modes of social interaction.
Physical abnormalities or sensory handicaps, even those so apparently unimpor-
tant as looking “different” or physical unattractiveness, may present a person
with special challenges that, if not met, may result in the development of a
psychological disorder.

Biochemical Model

The biochemical model states that psychopathology results from a malfunc-
tion in the chemical basis of normal behavior. These malfunctions may include
an excess of certain chemicals or a deficiency of others. The sources of any of
these problems are varied. Components of both the disease and the genetic-
constitutional models are likely to operate. The specific substances of most in-
terest in this field are the neurotransmitters. Neurotransmitters account for the
transmission of information between neurons, the basic units of the nervous
system. Examples of this approach to psychopathology include biochemical the-
ories of hyperactivity (Wender, 1984), depression (Achenbach, 1982), autism
(Piggott, 1979), and schizophrenia (Baxter & Melnechuk, 1980; Hemmings,
1982).
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Assessment and Treatment

Treatment of psychopathology typically takes place only after extensive
description of physical and psychological symptoms and a search for their un-
derlying physical cause. Initial assessment and treatment are typically con-
ducted by a physician. The description of the patient’s symptoms is most often
accomplished by means of patient self-report, the reports of significant others
(e.g., family members), and interview and observation by the physician. The
symptoms are typically organized by means of standard diagnostic classification
systems such as the DSM-III, the third edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association (1980). Treatment may begin at
this point if the syndrome is clearly identified. If further investigation is war-
ranted, a specialist in the suspected dysfunction may conduct this analysis. In
the case of psychopathology, this is typically a psychiatrist. If brain damage or
disease is suspected, a neurologist is consulted. The diagnostic tools used by
these specialists beyond initial description and interview include a standard
neurological exam (e.g., the Physical and Neurological Examination for Soft
Signs; see Achenbach, 1982). More sophisticated techniques—such as comput-
er-assisted tomography (CAT scan), which produces a three-dimensional X ray
of the brain, or an electroencephalogram (EEG), which detects electrical activity
in the brain—may also be used. These techniques may be used in conjunction
with any of a variety of psychological tests designed to assess brain damage or
dysfunction (Rourke, Bakker, Fisk, & Strang, 1983).

In the medical model, the physician is primarily responsible for producing
the cure, and the role of the patient is simply to cooperate with the doctor.
Treatment may take any number of forms, depending on the determined cause
of the problem. Traumas due to injury, tumor, or stroke may be reduced or
eliminated by means of surgery or various methods of maintaining adequate
functioning while the body heals itself (Rosenhan & Seligman, 1984). Brain
pathology resulting from infectious or systemic diseases may be improved by
using techniques to eliminate these diseases. In cases of biochemical dysfunction
of the brain, psychopharmacological treatments (drugs) are indicated. In lieu of
specific organic problems, this latter sort of treatment is typically used to allevi-
ate the symptoms of the disease. Outstanding examples of this type of treatment
include the use of tricyclics and monoamine oxidase (MAO) inhibitors for de-
pression (Klein, Gittelman, Quitkin, & Rifkin, 1980), phenytoin and phenobar-
bital for epilepsy (Kaufman, 1981), and neuroleptics for schizophrenia (Klein et
al., 1980).

Evaluation

The greatest strength of the biological approach to psychopathology is its
empirical, scientific base. The concepts of this approach are definable, measur-
able, and, for the most part, open to manipulation. This type of approach has led
to a very well-defined sequence of steps for remediating psychopathology: de-
scription of symptoms, search for the cause, and biological treatment based on
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the first two steps (Rosenhan & Seligman, 1984). In this regard, the various
medical models are more homogeneous in their approach to psychopathology
than are the various psychological models. Additionally, this approach has
proved very successful in remediating the symptoms (e.g, depression) and, in
some cases, the causes (e.g, general paresis) of psychopathology.

The major weakness of the biological approach is the fact that, in most
instances of psychopathology, research has failed to identify a biological cause
(Craighead et al., 1981). Furthermore, there would appear to be some deviant
behaviors for which a biological cause is unlikely, such as phobias (Rosenhan &
Seligman, 1984). Although these weaknesses are real, they are somewhat offset
by the fact that, although research has yet to find a biological cause of a psycho-
pathology, further research might, and despite no known or likely biological
cause, medical treatments may still be effective in alleviating the symptoms, if
not the source, of the problem.

PsycHODYNAMIC APPROACH

The psychodynamic approach rose to prominence at the turn of the twen-
tieth century and is based primarily on the work of Sigmund Freud. It is still the
most extensive and coherent theory of motivation and personality disturbance
that exists (Korchin, 1983). It has been referred to as a quasi-medical model of
abnormal behavior (Craighead et al., 1981), a description reflecting its roots in
the medical approach. However, from the psychodynamic perspective, the
symptoms of psychopathology are viewed as reflective of mental disturbance
rather than physical disturbance as in the medical model. Psychoanalysis has
come to have three distinct meanings: a technique of psychotherapy, a method
for studying behavior, and a general theory of personality. These aspects of the
psychodynamic approach evolved simultaneously over a period of years (Sar-
noff, 1971). Variations of this approach have appeared, and many neo-Freudi-
ans, such as Alfred Adler, Karen Horney, and Erich Fromm, while taking issue
with certain aspects of Freud’s theory, continued to follow much of the classic
psychodynamic approach. Thus, although psychoanalysis has received much
criticism, and many of Freud's early ideas have been revised or discarded, much
of the basic approach is still widely accepted.

Basic Assumptions

There are two fundamental concepts of psychodynamic theory: psychic
determinism and the unconscious (Konarski & Cavalier, 1982). Freud believed
that everything human is meaningful, that nothing in the mind happens by
chance, and that we are motivated by drives or instincts over which we have
little control and of which we are only dimly aware. He called this the principle of
psychic determinism. Because of our lack of awareness of many aspects of our
behavior, Freud also postulated the concept of the unconscious mind. The un-
conscious is thought to be a reservoir of wishes and impulses that have been
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repressed, but that have an important influence on our everyday thoughts,
feelings, and behavior.

The psychodynamic approach views an individual’s personality and behav-
ior as resulting from the interaction of the three components of personality: the
id, the ego, and the superego. The id is the inborn source of all instinctual
drives. The two major instinctual drives are life instincts (Eros) and death in-
stincts (Thanatos). These are generally referred to as the sexual and aggressive
drives, respectively. Freud called the energy that fuels the sexual instincts libido.
It should be noted that Freud used the term sex to refer to almost anything
pleasurable; indeed, many of the needs that he classified in this category (e.g.,
affection, warmth, and nourishment) are not what we typically think of as
sexual. However, Freud used the term sexuality to make clear the unifying as-
pects of these needs and their connection with the survival instincts of the
individual. The id is said to operate on the pleasure principle; it is selfish and
seeks only to gratify instinctual needs without regard to morality or reality. The
id is capable of generating mental images and wishes, referred to as primary
process thinking, but cannot perform the actions necessary to satisfy its demands.

The ego develops in response to the individual’s need to interact with the
environment. The ego operates on the reality principle, which means that it
strives to meet the demands of the id in ways that are consistent with external
reality. The ego is not concerned with the morality of its actions and does not
attempt to block the desires of the id; rather, it merely seeks to postpone grati-
fication until an object suitable to satisfying the id has been located. Thus, any
conflict between the id and the ego occurs because of this delay of gratification,
not because of the morality of the desire.

The third system, the superego, develops to monitor and control the desires
of the id. The superego, commonly referred to as the conscience, incorporates the
moral and cultural values of society and is concerned with right and wrong.
Unlike the ego, which seeks to compromise, the superego strives for perfection.
It tries to block the undesirable impulses of the id. In its own way, the superego,
in its attempts to ensure that the ego will inhibit the desires that are considered
immoral, is as persistent and unyeilding as the id. When there is conflict be-
tween the somewhat different goals of each of the three parts of the personality,
the individual experiences a great deal of anxiety, and abnormal behaviors may
result.

The potential conflicts between the parts of the personality mentioned
above produce anxiety, which serves as a warning of impending danger and/or
a painfull experience, and which forces the person to take some action to reduce
it. If the ego cannot cope with the anxiety by rational measures, it resorts to
irrational ones. These irrational protective measures are called defense mechanisms
and are used to some extent by all individuals. Although defense mechanisms
alleviate anxiety, they do so by distorting the individual’s perception of reality.
This discrepancy is undesirable and may lead to behavior that is irrational and
maladaptive. Additionally, many of our wishes, desires, and painful memories
are repressed because of the anxiety they arouse. These desires continue to seek
expression and create anxiety for the individual. If this unconscious material is
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not brought into awareness and dealt with, it may also lead to abnormal func-
tioning.

Personality development is viewed as progressing through various stages of
psychosexual development. Freud delineated five stages of development, each
characterized by a predominant mode of achieving pleasure. The first stage, the
oral stage, occurs during the first two years of life, and the mouth is viewed as
the primary source of pleasurable sensations. The anal stage occurs from ages 2—
3, when the anal membranes are the major source of pleasurable sensations. The
phallic stage occurs next, from ages 3-5, and self-stimulation of the genitals
provides the greatest source of pleasure. During the latency stage (ages 6-12),
the individual focuses on developing skills and other activities, and sexual
drives are less important. The final stage, the genital stage, occurs after puberty,
when heterosexual relations become the focus of pleasure.

To develop normally, Freud believed an individual must successfully pass
through each stage, dealing with the developmental problems and conflicts as
they arise. Failure to do so leads to fixation at that stage of development and
hinders the normal development of personality. Individuals cannot successfully
complete successive stages if they have not resolved the problems that occur at
earlier stages of development. When under stress, an individual also may re-
gress (go backwards) to earlier stages of development. Fixation or regression is
rarely total. For example, a child who as an infant failed to receive adequate oral
stimulation may, under stress, regress to thumb sucking. As an adult, this
person may engage in oral activities such as drinking or eating to excess when
subjected to stress.

The Nature of Normal and Abnormal Functioning

The psychodynamic approach views abnormal behavior as resulting from a
conflict among the various parts of the personality. Conflicting demands of the
id, the ego, and the superego produce anxiety that the individual seeks to
reduce or eliminate. If the individual can cope with the anxiety realistically, the
conflict is solved and the anxiety eliminated. If, however, the stress and conse-
quent anxiety remain, the individual resorts to ego-defense mechanisms that
distort reality. These defensive actions are frequently immature and inadequate.
They lead to maladaptive (abnormal) behaviors when used to excess.

Assessment and Treatment

The goal of assessment is to collect information about behavior problems
and to relate these problems to relevant factors concerning the development and
maintenance of the behavior (Erickson, 1982). Personality assessment focuses on
two goals: identifying the conflicting thoughts and feelings that cause the indi-
vidual to experience anxiety and determining the preferred coping styles and
techniques, adaptive as well as maladaptive, that account for why the individual
is dealing with anxiety in a certain way (Weiner, 1983).

Therapists are faced with some differences between children and adults
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when assessing mental disturbance. First and foremost is the fact that the child
is still a developing individual, which means that the symptoms and anxieties
displayed do not have the same significance they would have in an adult.
Indeed, they may be only temporary manifestations of stress rather than indica-
tors of lasting pathology, and after some adaptation to that particular phase of
development, the symptoms may subside on their own. Thus, differentiating
between transient symptoms and the beginning of more permanent pathology is
sometimes very difficult. A second problem faced by child therapists is that the
child does not have the same life tasks as an adult (e.g., work, family, and sex)
and therefore lacks the traditional benchmarks for measuring adjustment or
mental health, as well as progress through therapy (A. Freud, 1968).

For the therapist, the assessment of childhood disturbances begins with the
initial contact and continues throughout the therapy process. The therapist may
use a variety of techniques. Because children lack the verbal skills to interact
with the therapist as adults do, the therapist depends a great deal on informa-
tion obtained from other sources, particularly the parents. The therapist at-
tempts to fill out a developmental profile of the child to aid in the assessment
and treatment of the child.

The therapist believes that a child’s abnormal behavior occurs because his or
her normal progression through the stages of personality development has been
hindered. The goal of analysis is to work through the conflicts and to assist the
child in dealing with them directly rather than resorting to ego defense mecha-
nisms. Psychoanalysts attempt to “undo the various repressions, distortions,
displacements, condensations, etc., which had been brought about by the neu-
rotic defense mechanisms” (A. Freud, 1946, p. 49). To achieve this goal, thera-
pists establish a trusting, nonthreatening atmosphere in which the child is en-
couraged to express her or his feelings, fantasies, emotions, and behavior.
Therapists tend to rely on children’s play as a substitute for free association and
use this medium to assess the client’s conflict areas. Although treatment is
focused on the child, frequent consultation with the parents often occurs, partic-
ularly when the child is very young. Because of the young child’s limited verbal
skills, the parents must be relied on to give information about the child’s symp-
toms and behavior outside the therapy sessions.

Therapists take a generally nondirective role in therapy, setting as few limits
as possible and following the free expression of the child’s thoughts and behav-
iors as they appear. To this end, therapists must learn the child’s language
rather than impose their own. The general goal is not symptom removal but the
fulfillment of the normal course of development to the greatest extent possible.
Treatment usually occurs several times per week for one or more years. Often, a
parent participates in the therapy. As a child progresses and improves in verbal
skill, the parent is gradually phased out of the treatment process.

Evaluation

Psychoanalysis was the first systematic attempt to relate psychological fac-
tors to abnormal behavior. Just as the biological approach replaced demons and
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witches with organic pathology as the cause of abnormal behavior, the psycho-
dynamic approach replaced brain pathology with excessive use of ego defenses
as the basis of at least some mental disorders (Coleman, Butcher, & Carson,
1980). Freud was a scientist and a practitioner who continued to modify and
change his theories until his death in 1939. His followers are many, and psycho-
analysis as a theory of personality, a technique of therapy, and a method for
studying behavior remains one of the most prominent theories of our time.

Perhaps the most remarkable feature of the psychodynamic approach is that
it developed and was widely accepted despite the lack of empirical research to
support its concepts. This is not true of any other theory of human behavior,
abnormal or normal. Many of its concepts are difficult to quantify or observe, so
that research is difficult. In addition to the lack of scientific evidence for the
theory, criticisms have focused on its excessive emphasis on sexuality, the un-
conscious, and the darker side of basic human nature. Although almost any
behavior can be explained on a post hoc basis, almost nothing can be predicted
from this theory (Sundberg, Taplin, & Tyler, 1983).

Psychodynamically oriented therapy is most appropriate for the intelligent,
verbal client. Seriously disturbed individuals, such as schizophrenics, generally
do not profit from this approach (Coleman et al., 1980). Furthermore, this ap-
proach has traditionally required a psychoanalyst (generally a psychiatrist who
has undergone a personal analysis) to perform the therapy. This elitism has
severely restricted the number of therapists available and, coupled with the time
and expense involved, has made psychoanalysis a treatment for the affluent.

Despite the above criticisms, psychodynamically oriented treatment con-
tinues to flourish. Many people who have undergone analysis believe that they
have profited from their therapy, particularly with respect to understanding
themselves and others. With all its faults, psychoanalysis has had—and con-
tinues to have—a profound influence on the understanding and treatment of
human behavior.

BEHAVIORAL APPROACH

The behavioral approach to psychopathology is relatively heterogeneous
regarding the understanding and treatment of abnormal behavior and encom-
passes an expanding array of related models (Weckowicz, 1984). Agras, Kazdin,
and Wilson (1979) identified four different models within this approach, includ-
ing applied behavior analysis, a neobehavioristic mediational S-R model, social
learning theory, and cognitive behavior therapy.

Applied behavior analysts tend to be proponents of the empirical, athe-
oretical approach espoused by Skinner (1953). This camp relies primarily on the
principles of operant conditioning, which emphasizes the consequences of be-
havior, to explain and remediate abnormal functioning. The neobehavioristic
mediational S-R model relies on intervening variables and hypothetical con-
structs (e.g., anxiety) to explain psychopathological behavior. The principles of
classical conditioning and counterconditioning are emphasized, and the learn-
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ing theories of Pavlov, Guthrie, and Hull, to name a few, are the basis of analysis
and treatment. In contrast to the atheoretical approach of applied behavior
analysis, this model is also most likely to develop theories of abnormal function-
ing and remediation (e.g., Eysenck, 1979; Seligman, 1975; Wolpe, 1958). Social
learning theory focuses on the interaction between the person and his or her
environment to explain behavior and recognizes to a greater degree than the
previously mentioned approaches the role of individuals in regulating their own
behavior. Bandura’s (1977) theoretical efforts currently provide the major basis
of this camp. Finally, cognitive behavior modification is a relatively recent ap-
proach to understanding and managing behavior that focuses primarily on a
person’s thoughts to control his or her actions. Several variations of this theme
exist, including the work of Meichenbaum (1977), of Ellis and Grieger (1977),
and of Beck (1976).

Although these differences between groups are significant, these propo-
nents of the behavioral approach have several basic assumptions in common
about the nature of behavior and psychopathology.

The Nature of Normal and Abnormal Functioning

The focus of study in the behavioral approach is behavior, defined as any
measureable act on the part of a person (Logan & Gordon, 1981). This definition
encompasses a wide range of different responses and is not necessarily limited
to gross, overt actions. Behavioral interpretations of complex behaviors, such as
language and emotion, and the therapeutic efforts of the cognitive behavior
modifiers exemplify the variety of responses addressed by this approach. As
opposed to the medical and psychodynamic models, behavior is not viewed as
symptomatic of disease or any other dysfunction, psychological or physical. The
focus of assessment and treatment is the abnormal behavior itself and those
functional aspects of the environment that surround the behavior (Konarski &
Cavalier, 1982).

Another foundation of the behavioral approach is the idea that behavior is
lawful, that is, determined by specific events. In contrast to the humanistic
approach, for example, behaviorists believe that all behavior follows certain laws
and that these laws determine the very nature of behavior. It is also assumed
that these laws can be discovered by means of the scientific method (Schwartz &
Lacey, 1982). This latter idea dates back to Watson’s views (1919) on the nature
of psychological investigation.

Behaviorists also believe in the idea that the source of a person’s behavior is
experience (Schwartz & Lacey, 1982), defined as behavior coming into contact
with environmental events. Therefore, the events that determine behavior lie
outside the individual, in his or her environment. The environment is composed
of stimulus events, which are defined as any change in physical energy that an
organism can detect (Logan & Gordon, 1981). Typically, behaviorists are in-
terested not in the entire class of stimulus events but only in those that are
functionally related to behavior, that is, that influence behavior in a particular
way. For example, reinforcing stimuli are those environmental events whose
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presentation increases behavior, punishing stimuli are those environmental
events whose presentation decreases behavior, and discriminative stimuli mark
the time and/or place of reinforcing or punishing stimuli.

It should be noted that the exact degree of control of these stimulus events
over behavior differs across the behavioral models previously mentioned, with
applied behavior analysis and the neobehavioristic mediational S-R model repre-
senting the stronger degrees of external control and cognitive behavior modifiers
and social learning theory the smaller degree of control. However, all theorists
see functional stimulus events such as those described above as critical determi-
nants of behavior. As behavior comes into contact with these events, it changes.
This process is called learning, and the laws that behaviorists seek are therefore
laws, or principles, of learning. Furthermore, these principles are presumed to
hold across all types of behaviors and even across species. This assumption
accounts for the fact that most of the principles of learning that have been
applied to understand and control human behavior were discovered in research
conducted with lower species.

The preceding discussion leads to a very important conclusion regarding
abnormal behavior. That is, according to the behavioral approach, the very same
forces that underlie the development of normal behavior also underlie the devel-
opment of abnormal behavior (Ullman & Krasner, 1969). The principles of learn-
ing explain the development and maintenance of abnormal behavior as well as
they do normal behavior. Therefore, a person who acquires abnormal behaviors
is one who has simply experienced environmental interactions during develop-
ment different from those experienced by most other members of a particular
society. Specifically, abnormal behavior may be seen as resulting from a lack of
reinforcement for, or from a punishment of, appropriate behaviors. This results
in a failure to learn or display the responses expected by a society. Alternatively,
abnormal behavior may result from reinforcement for, or from lack of punish-
ment of, inappropriate behaviors, resulting in the acquisition and display of
responses not expected by society. Finally, abnormal behavior may also result
from a failure to learn the proper discriminative stimuli, which would result in
the occurrence of behaviors that are abnormal to the extent that they take place
at the wrong place and/or time according to the expectations of a society.

Assessment and Treatment

Assessment and treatment are not separate phases and are intimately relat-
ed throughout therapy in the behavioral model. The behavioral approach to
assessment relies primarily on the direct measurement of behavior and the
environment. Direct measurement involves the assessment of the specific be-
havior(s) of interest without any assumption that the results are reflective or
indicative of anything beyond the occurrence of the behaviors themselves. This
type of assessment is consistent with the behavioral view that the behavior is the
problem rather than a symptom of dysfunction elsewhere. The goal of this
assessment is primarily to determine what a person is or is not currently doing
and what stimulus events are controlling that functioning (Nelson & Hayes,
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1979). Behavioral assessment involves the determination of the present state of
affairs and is not especially concerned with the historical determinants of
behavior.

Hersen and Barlow (1976) divided the measures typically used in the behav-
ioral approach into motoric, self-report, and physiological measures. The most
frequently used are the motoric measures, which are most likely to involve direct
observation of the behaviors of interest. Physiological measures involve assess-
ment of primarily autonomic variables, such as heart rate, electromyography
(EMG), or blood pressure, and are most likely to be used by behaviorists in-
terested in biofeedback. Self-report measures are recommended as adjuncts to
the other measures or in situations where the other forms of assessment are
impractical. By itself, this form of measurement is not typically recommended
because it is the measure most open to distortion by the client (Hersen & Barlow,
1976).

Behavioral assessment involves not only assessment of the particular target
behavior(s) but of the environmental antecedents and consequences of those
behaviors. This assessment is done to determine the specific stimulus events
currently maintaining or failing to produce the target behavior. These stimuli are
then open to manipulation in the treatment phase.

Behavioral models typically take a very pragmatic approach to treatment. In
contrast to the biomedical and psychodynamic models, there is very little focus
on diagnosis or on determining the nature of the problem. The central concern is
how the problem behavior can be modified to promote adaptive functioning.
Consistent with the manner of assessment, behavioral treatments are highly
individualistic, focusing on the client’s current behavior and environmental sit-
uation. The analysis of this interaction is the basis for developing a behavior
change program. Change is produced by modifying those stimulus events that
are currently resulting in maladaptive behavior or are failing to produce adaptive
behavior. The behaviors treated in a program are particular to each case, de-
pending on the needs of the client. Treatment is directed at those so-called target
behaviors that are the specific behavioral excesses or deficits of the person that
give rise to the problem. Treatment is apt to take place in real-world settings,
that is, in the environment where the problem exists. A distinguishing charac-
teristic of the behavioral approach is the constant assessment of behavior
throughout the treatment phase. This intensive monitoring of the individual
gives feedback to the therapist by documenting the progress the client is making
and allows for rapid alterations of the treatment program, as needed, to ensure
successful behavior change. Systematic evaluation of treatment outcome and
procedures is also a hallmark of the behavioral approach.

The particular treatments used vary across the models. Applied behavior
analysts are most likely to directly apply the principles of operant conditioning,
particularly positive reinforcement, to manipulate the target behaviors in real-
world settings. The neobehavioristic mediational S-R model often uses more
complex treatments, such as systematic desensitization, flooding, covert condi-
tioning, or biofeedback, to remediate a variety of problems, particularly those
based on fear and anxiety. Social learning theorists rely heavily on the tech-
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niques of modeling and imitation to develop adaptive behaviors across a variety
of settings. Cognitive behavior modifiers rely on altering such responses as self-
instructions and negative beliefs through the use of instructions, feedback, prac-
tice, and positive reinforcement.

Evaluation

The behavioral model is rapidly becoming the most dominant of the psycho-
logical models of psychopathology in both understanding and treating abnormal
behavior. This trend is very likely due to the relative theoretical simplicity and
effectiveness of this approach. Although it appears clear that early claims of the
superiority of this model to other treatment approaches may have been exagge-
rated, and the final analysis is not yet in (Kazdin & Wilson, 1978), the sheer
breadth of application (cf. Craighead et al., 1981) in conjunction with its apparent
effectiveness is indeed impressive. The pragmatic nature of the treatment and
research efforts of the proponents of this model have presented practitioners
with a variety of tools to manage maladaptive behavior. The effect of this model
has been particularly profound on treatment procedures for children (Achen-
bach, 1982) and other special populations, such as the mentally retarded (Whit-
man, Scibak, & Reid, 1983).

Although the principles of learning are the primary basis for the treatment
procedures commonly used by this approach, the link between these principles
and the actual treatments is not often clear, as the behavior therapist engages in
trial-and-error experimentation to remediate the problem (Achenbach, 1982).
Even in the most structured treatments, the relation of the methods to principles
of learning is not always direct (Kazdin & Wilson, 1978). This apparent fact
results from the pragmatic nature of behavioral treatment and is an advantage in
terms of discovering effective treatments but violates the assumption that tech-
niques are based on known principles of learning. It seems, however, that this
inconsistency has not been fatal to the model. Overall, this model has provided
more treatment procedures for a greater variety of problems than any of the
other approaches.

HumanNiIsTIC APPROACH

Humanistic psychology, sometimes called the third force in psychology,
emerged as a major approach in the 1950s and 1960s. It grew out of dissatisfac-
tion with the psychodynamic and behavioristic approaches to personality. There
are many names associated with the development of humanistic psychology:
Gordon Allport, Charlotte Buhler, Abraham Maslow, Carl Rogers, Rollo May,
James Bugental, and Fritz Perls are some of the most prominent. Although
humanism encompasses many different therapies and techniques, the most
important factor unifying them is their strong reaction against what they view as
the limited conception of human behavior held by the psychodynamic and
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behavioristic approaches. The humanists believe that psychology has failed to
address itself to many of the problems that are significant in human lives. In
addition to being concerned with the importance of learning and other scientific
approaches to behavior, humanistic psychologists also deal with topics such as
love, acceptance, hope, values, personal growth, and self-fulfillment (Coleman
et al., 1980).

Humanism is an orientation toward the whole of psychology and a state-
ment of values, as well as a theory of human behavior. It emphasizes respect for
the worth of persons, open-mindedness about acceptable methods of study, and
exploration of new aspects of human behavior (Severin, 1965). In general, the
humanistic approach, like the psychodynamic approach, places attention on
what clients find within their own inner selves and is characterized as an “inner
exploration” therapy rather than an “action-oriented” therapy.

Basic Assumptions

Although the specific approaches vary according to the particular indi-
vidual, humanistic psychologists have several principles and themes in com-
mon. They view the individual in a much more positive light than do the
psychodynamic theorists. Humanists believe that human needs are “higher”
than just pleasure seeking or avoidance of pain. The search for beauty, good-
ness, truth, and justice is a motive that influences our behavior. Humanists take
a holistic approach to behavior. They are concerned with the total person, not
just parts of the personality. Emphasis is placed on the belief that personality is
continually developing and that the end goal is self-actualization (Weckowicz,
1984). Self-actualization is defined as the inherent tendency of the organism to
develop all of its capacities in ways that serve to maintain or enhance the orga-
nism (Rogers, 1959). Humanists emphasize the importance of individuality, that
is, the strivings to find sense and meaning in our experiences; the belief that we
are active participants in life and that we have the freedom to shape our destiny;
and the belief that, if left unfettered, will develop into rational (“‘good’’) human
beings.

The concept of self is analogous to the ego in the psychodynamic approach.
However, for the humanists, the self is a broader concept and includes the
individual’s strivings toward self-fulfillment and self-actualization. The indi-
vidual reacts to events according to the manner in which they are perceived. If
psychologically threatened, the individual defends against this threat by the use
of defense mechanisms.

Humanists also stress the individual’s innate tendencies to behave in a
manner consistent with her or his value system. They focus on the individual’s
choices in life and believe that only by making rational and morally acceptable
choices can one achieve a meaningful and fulfilling life. Furthermore, unlike in
the behavioral and psychodynamic approaches, the humanists believe that in-
nate human tendencies are constructive rather than destructive, and that indi-
viduals will strive toward growth and self-fulfillment if given the environment in
which to do so.
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The Nature of Normal and Abnormal Functioning

Humanistic psychologists are oriented more toward mental health than
mental illness. Their view is that mental health is a continuum. At one end of the
continuum are the few self-actualized individuals who have achieved mental
health. Below them are the bulk of the population, those individuals who are
reasonably well-adjusted, noncreative conformists. The psychoneurotics are
next, and the overt psychotics are at the extreme negative end of the continuum.

Instead of asking what constitutes psychopathology, the humanist is more
concerned with how individuals have failed to come to terms with themselves
and/or their environment (Weiner, 1983). Rather than abnormal behavior, the
humanist speaks of problems in living, such as problems in experiencing one-
self, the inability to find pleasure in one’s activities, and failure to make mean-
ingful contact with others (Jourad, 1964; Rogers, 1961). Maladjustment (abnor-
mal behavior) occurs as a result of the blocking of personal growth and natural
tendencies toward health. Such blocking can occur as a result of excessive stress,
distortion of the perception of reality through excessive use of ego defense
mechanisms, and faulty environments and/or learning (Coleman et al., 1980)

Assessment and Treatment

Because humanistic psychologists believe in the uniqueness of each indi-
vidual, they find the use of traditional assessment techniques dehumanizing
and unnecessary for treatment purposes. They seek to identify the unique,
individual meanings that people give to their experiences, not how they are like
others. The humanists do not believe in attempts “to classify people according
to diagnostic labels, shared personality traits, or quantitative positions along
various dimensions of behavior” (Weiner, 1983, p. 25). Thus, the proper focus of
assessment is to identify the uniqueness of the individual and how that indi-
vidual interacts with and interprets his or her environment. Because of this
belief, humanistic psychologists generally opt for immediate therapy, without
any prior assessment. When working with children, some assessment tech-
niques may be used to aid in understanding the development of the child.
Because humanists take a developmental approach to understanding individ-
uals, they may use intelligence tests to indicate the level of cognitive development
of the child. There are similar standardized tests for assessing social development
and motor skills. However, it should be kept in mind that any assessment
technique is used to understand the functioning of that one child and not as a
classification tool.

For the humanist, therapy usually takes a self-help approach for expressing
feelings, asserting oneself, and exploring one’s ways of relating to other people.
Examples of such therapies include sensitivity training, Gestalt therapy, and
transactional analysis (Fischer, 1978). The aim of treatment is to promote person-
al growth, self-awareness, and understanding of how one relates to the world. It
is a nondirective type of therapy and, indeed, is seen more as a personal encoun-
ter rather than “treatment” conducted by a therapist. It is the task of the thera-
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pist to help clients find, accept, and be themselves. Toward these ends, the
therapist establishes a “psychological climate” in which the individual feels free
to express his or her innermost feelings and thoughts. As individuals become
aware of repressed thoughts and feelings, they learn to incorporate these into
their being and to accept them as an integral part of themselves. The self-
awareness and self-acceptance, in turn, generate a better integrated personality,
which can continue its growth and drive toward self-actualization.

A typical technique used by Carl Rogers and his followers is for the thera-
pist to listen attentively and acceptingly to what the client says, reflecting back
the client’s feelings as well as the content expressed. The therapist does not
direct the course of therapy nor the content of any session. Instead, the thera-
pist, in an effort to clarify the client’s feelings, restates, without judging or
interpreting, what the client has said. Basically, the therapist must convey an
“unconditional positive regard” for the client, a nonpossessive caring for or
acceptance of the client’s individuality. Other humanistically oriented therapists
go further in directing the therapeutic process but maintain the same uncondi-
tional positive regard for the client, emphasizing the importance of genuine
warmth and caring. The emphasis is still on the client’s search for self, and the
therapist is merely a facilitator in this search.

Like psychoanalysis, the humanistic approach to therapy is available only to
the intelligent and verbal client. As with adults, therapy with children empha-
sizes the development of a positive relationship between the therapist and the
child, a relationship in which the child is free to express her or his innermost
feelings. The therapist attempts to create an atmosphere of permissiveness in
the therapy setting, and most often, this is done through the use of play. The
goal of the therapy is to foster the natural development of the child, which has
been hindered for some reason. The therapist assumes that the child can solve
his or her own problems (Erickson, 1982). Thus, the role of a therapist is a
passive one in which she or he recognizes and reflects back the child’s feelings.
The child behaves, the therapist then reflects the feelings behind this behavior,
and in that way, the child develops insight into his or her own behavior. The
assumption is that, “as the child grows and discriminates between self and
others, she or he assigns ‘ownership’ of life responsibilities to self or others”
(Sundberg et al., 1983, p. 171).

Evaluation

The humanistic approach to therapy encompasses many different therapies
and techniques. In a book presenting innovative approaches to therapy, Corsini
(1981) listed 250 different kinds of psychotherapy, many of which are covered by
the rather wide umbrella of humanism. One prominent humanistic approach,
client-centered therapy, is probably the most researched method of psycho-
therapy in existence. Unfortunately, the same cannot be said for most of the
other methods in this approach.

One serious criticism of the general framework of humanism is that it is
overly optimistic. The humanistic view of people as supremely rational beings is
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in sharp contrast to the psychodynamic view of the basic irrational nature of
human beings. We all recognize that, indeed, there are people with very patho-
logical mental states whose own growth processes are unlikely to solve their
problems. For some humanists, the belief in the efficacy of growth is almost
religious in nature (Sundberg et al., 1983), and it needs to be tempered by
skepticism.

An additional criticism is the limited theoretical development of humanistic
approaches other than Rogers’s client-centered approach. Because many hu-
manists view their approach to therapy as appropriate for anyone—that is, as
growth experiences rather than therapy—there is the tendency to ignore the fact
that many people seeking assistance may have serious problems. In fact, screen-
ing of individuals for pathology is antithetical to the principles of humanistic
approaches. Experience has shown that not all individuals are able to respond
effectively to some of the techniques used (Sundberg et al., 1983).

In spite of these criticisms and the varying degrees of empirical support
underlying humanistic approaches, many of these techniques have much to
offer individuals who are experiencing difficulties in living. The unifying theme
of basic human goodness and strivings toward self-actualization represents a
needed contrast to other therapeutic approaches and provides many different
individuals with choices in treatment.

CONCLUSIONS

In addition to a description, we have attempted to delineate the contribu-
tions and limitations of each of the four major theories of psychopathology
described in this chapter. Each has made—and is making—significant contribu-
tions to the assessment and treatment of child psychopathology. The common
contribution of all theories is at a broad level. It is their role as the guiding force
of therapy. All types of treatments for psychopathology are planful strategies for
change guided by a theory of abnormality and treatment. Although each theory
specifies different useful treatments, they all share this common role. However,
each theory also has some limitations. For this reason, theorists and practi-
tioners have discussed the concept of a supermodel of abnormal behavior
(Weckowicz, 1984) that would combine the useful aspects of all models. Unfor-
tunately, the divisions between the theories on such important issues as the role
of hypothetical constructs and the locus of causal variables are extremely large
and are not readily integrated. It would seem that a supertheory would be
difficult to establish without violating some basic assumptions of each model. It
is the conclusion of this chapter, therefore, that the multitheory approach cur-
rently in force is useful and should continue. Although it results in pluralistic
goals, it ensures a variety of treatments and models of psychopathology. Be-
cause no theory has been able to fully account for the development and treat-
ment of abnormal behavior, this multifaceted, broad approach to these issues
appears warranted.
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3 Diagnostic Classification
Systems in Child Psychopathology

JuaN E. MEzzicH AND ADA C. MEzzICH

Several key conceptual and methodological developments on psychopathologi-
cal evaluation and diagnosis have taken place since the mid-1960s. These devel-
opments are reviewed first to pave the way for the delineation and discussion of
specific diagnostic systems. These include standard systems of paramount im-
portance, such as the current version of the World Health Organization’s (1978)
International Classification of Diseases (ICD-9) and the third edition of the Ameri-
can Psychiatric Association’s (1980) Diagnostic and Statistical Manual of Mental
Disorders (DSM-III). Also considered are diagnostic systems specifically devel-
oped for children and adolescents. Finally, a note is presented about prospective
systems, such as the revised DSM-III and ICD-10.

MEANINGS AND PURPOSES OF PsYCHIATRIC DIAGNOSIS

Diagnosis, from an etymological viewpoint, has two main meanings relevant
to understanding its crucial role in psychopathology.

1. Diagnosis means “distinguishing.” In order to identify precisely the dis-
order affecting or experienced by the individual under examination, it is
necessary to sort out various categories of disorders, weighing available
information for and against each category.

2. Diagignoskein means “‘to know thoroughly.” In this sense, diagnosis in-
volves a comprehensive description of the individual’s condition.

These definitions explicate the fundamentals of diagnosis and also clarify
the origins and directions of the most important conceptual and methodological
advances in psychopathological diagnosis that have taken place during recent
decades. The first meaning of diagnosis, with its emphasis on accurate identifica-
tion and differentiation of categories of illness, underlies the development of
more precise, explicit, and objective procedures for assigning specific diagnostic
labels to patients under examination. The second meaning of diagnosis, involving
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comprehensive and thorough description of the clinical condition, is reflected
most clearly in the multiaxial diagnostic model.

Classification is a basic scientific activity, as it involves both the systematic
description of objects of interest and the establishment of general laws or theo-
ries by means of which particular events may be explained and predicted
(Hempel, 1965). Diagnosis is epitomized by classification, although the struc-
tural flexibility of such new models as the multiaxial system allows a diagnostic
formulation to include both categorical and dimensional components. This is
reflected by the fact that nosologies and diagnostic systems have been tradi-
tionally organized as catalogs of categories and that the product of the diagnostic
process has been the identification of the category or categories most suitable to
describe the condition of the patient. Thus, a diagnosis, as a class or category, is
frequently perceived as the focal point of thought in working with a patient:
backward to etiology and forward to prognosis and treatment. Consequently, as
Feinstein (1967) put it, diagnostic categories provide the locations where clini-
cians store the observations of clinical experience, and the diagnostic taxonomy
establishes the patterns according to which clinicians observe, think, remember,
and act.

The purposes of diagnosis include the following objectives:

1. Organization of clinical information. To this end, a diagnostic formulation
must structure the essentials of the patient’s condition in a way that is
coherent, concise, and retrievable.

2. Communication among professionals. To enhance effective interchange of
information among professionals working with mentally ill patients and
populations, a diagnosis must be clear and precise in addition to being a
faithful portrayal of the psychopathological condition.

3. Prediction of clinical course and selection of treatment. This is probably the
most compelling purpose of diagnosis, although certainly not the easiest
to achieve or demonstrate.

4. Etiological elucidation and theory development. This refers to the heuristic
value of diagnostic structures both to clarify causative factors and to
foster systematic understanding of the nature and unfolding of psycho-
pathological processes.

DIAGNOSTIC VARIABILITY AND RELIABILITY

The process of psychopathological evaluation typically includes interview-
ing the subject as well as available relatives and associates, reviewing documents
that contain information on the subject’s clinical history, organizing the informa-
tion obtained into appropriate historical and examination formats, and formulat-
ing a diagnostic summary. This is a complex process, which in some cases
includes additional elements such as conducting formal testing.

In the interest of obtaining reproducible or reliable evaluative judgements,
analyses have been carried out to identify the main sources of undesirable vari-
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ability in the evaluation process (e.g., Ward, Beck, Mendelson, Mack, & Er-
baugh, 1962). The following are two of the major sources of diagnostic unreli-
ability:

1. Variability in the process of obtaining clinical information.
2. Variability in the process of diagnostic formulation.

Two major methodological developments have taken place since the
mid-1970s specifically addressed to minimizing the two undesirable kinds of
variability listed above. The developments are structured clinical interviews and
explicit diagnostic criteria.

Structured Clinical Interviews

Generically, these procedures attempt to decrease variability in the process
of obtaining clinical information. They do this by controlling one or more of the
following aspects of this process: specifying the items to be investigated, provid-
ing definitions or prompts for these items, specifying questions that explore the
items of interest, and providing instructions for rating the presence and severity
of the items involved.

One of the earliest and most widely known structured clinical interviews is
the Present State Examination developed by John Wing and associates at the
Institute of Psychiatry in London (Wing, Cooper, & Sartorius, 1974). It has been
used in several international studies on psychodiagnosis, including the U.S.—
U.K. Diagnostic Project (Cooper, Kendell, Gurland, Sharpe, Copeland, & Si-
mon, 1972) and the International Pilot Study of Schizophrenia (World Health
Organization, 1973). The Present State Examination, in its ninth edition (Wing,
Cooper, & Sartorius, 1974), has 140 items that attempt to cover current (past
month) psychopathological manifestations. The procedure guides the inter-
viewer in the exploration of these items through branching and cutoff points and
by providing obligatory and optional probing questions as well as instructions
for rating each item on a 3-point scale (absent, mild, severe) plus special codes
for “not known” and “not applicable.” Definitional statements for the items are
separately furnished in a glossary. The following segment taken from the Pre-
sent State Examination shows both the obligatory (*) and probing (in paren-
theses) questions and the severity-rating instructions provided for one item:

* Do you get thoughts coming into your mind even when you try to keep them out?
(Do you find it difficult to make decisions even about trivial things?)

(What happens when you try to stop?)

RATE OBSESSIONAL IDEAS AND RUMINATION

1 = Symptom of moderate intensity or, if severe, present less than 50% of the time
2 = Symptom present in severe degree, more than 50% of the past month.

Another well-known structured clinical interview is the Schedule for Affec-
tive Disorders and Schizophrenia (SADS) developed by Endicott and Spitzer
(1978) within the framework of the NIMH Collaborative Program on the Psycho-
biology of Depression. The SADS has two parts, one dealing with the current
episode and the other with past psychiatric disturbance. Part 1 deals with the
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symptomatology of the subject both at the more severe level of the current
episode and during the week preceding the evaluation. The items are rated on
scales having various numbers of points, ranging from 3 to 9, and many are
judgmentally clustered into eight summary scales. Part 1 also assesses the pres-
ence or absence of serious impairment in functioning or hospitalization during
the week before the interview. Part 2 of the SADS explores past psychiatric
disturbance in terms of both symptoms and presence or absence of serious
impairment in functioning during the most severe period. The SADS has three
versions: (1) a regular one; (2) a lifetime version, which is similar to the regular
Part 2 except that the time period is not limited to the past and includes any
current disturbance; and (3) a version for measuring change, which has a symp-
tom set similar to the regular Part 1 and can be used for subsequent evaluations.
The schedule provides for a progression of questions, items, and criteria that
rule in and rule out specific diagnoses from the Research Diagnostic Criteria.
The SADS instructs the interviewer to use all sources of information available
and as many general or specific questions as necessary, and it provides defined
levels of severity for each item. The following illustration presents the questions
suggested and the rating instructions provided for an item from the manic
syndrome:

Unusually energetic, more active than his usual level without expected fatigue
Have you had more energy than usual to do things?
(More than just a return to normal or usual level?)
(Did it seem like too much energy?)
0 No information
1 No different than usual or less energetic
2 Slightly more energetic but of questionable significance
3 Little change in activity level but less fatigued than usual
4 Somewhat more active than usual with little or no fatigue
5 Much more active than usual with little or no fatigue
6 Unusually active all day long with little or no fatigue

Rigidly structured interview procedures are exemplified by the National
Institute of Mental Health (NIMH) Diagnostic Interview Schedule (DIS) devel-
oped by Robins, Helzer, Croughan, and Ratcliff (1981) for use in situations in
which it is not feasible to have interviewers with professional training in psycho-
pathology. Its main application has been the Epidemiological Catchment Area
project sponsored by NIMH to survey for psychiatric disorders in the general
population using lay interviewers. The information collected is then processed
through computerized algorithms that make diagnostic decisions covering all
diagnoses in Feighner, Robins, Guze, Woodruff, Winokur, and Muiioz’s diag-
nostic system (1972) and the Research Diagnostic Criteria (Spitzer, Endicott, &
Robins, 1978), as well as a group of DSM-III diagnoses (selected from Axes I and
II). All diagnoses are made on a lifetime basis first, and then their current status
is determined. To allow for making diagnoses by computer, the interview covers
each criterion in the form of one or more precoded, closed-end questions. For
example, the following are the standard codes for a symptom question such as
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““Have you ever been bothered by periods of weakness, that is, when you could
not lift or move things you could normally lift or move?”:

1. The answer to the question was “no.”

2. The answer to the question was ““yes,” but the symptom was always so mild
that the respondent did not seek professional help, did not take medication for
it more than once, and did not feel that it interfered with his life a lot (i.e., it was
below the “critical” level).

3. The answer to the question was “yes” and the symptom was above the “crit-
ical” level but it was always the result of the respondent’s use of medicines,
drugs, or alcohol.

4. The answer to the question was “yes” and the symptom was above the “crit-
ical” level but it was always the result of a physical illness.

5. The answer to the question was ““yes,” the symptom was above the critical
level, and at least once it was not explained by either the use of medicines,
drugs, or alcohol, or a physical illness. Thus, this is a possible psychiatric
symptom.

Actual use of the DIS in certain community and primary-medical-care set-
tings (Ganguli & Saul, 1982) suggests that, for several areas of the interview, the
standard probing provided for laypersons is inadequate and that they require
clinical judgment in order to probe and code with validity. A more fundamental
limitation of the DIS—and, in general, of rigidly structured clinical interviews—
is that its application does not appear to be feasible in regular clinical settings,
particularly those that involve management of crises and making disposition of
patients.

Thus, there appears to be a need for procedures that are clinically feasible
and acceptable and that, at the same time, increase rigor in the collection of data.
This need has motivated interest in the so-called semistructured interview pro-
cedures. An example of this type of evaluation procedures is the Initial Evalua-
tion Form (Mezzich, Dow, Rich, Costello, & Himmelhoch, 1981b) developed as
part of the Clinical Information System (Mezzich, Dow, & Coffman, 1981a) at the
Western Psychiatric Institute and Clinic of the University of Pittsburgh. This
evaluation procedure has two complementary components: one is narrative and
provides flexibility for describing in natural language particular aspects of the
patients condition; the other is structured and ensures that key information will
be systematically assessed. The structured component includes a fixed list of
items to be covered, with brief prompts for each, and specification of the ratings
codes in terms of time frame. The 1982 revision includes a severity scale for
symptoms present in the current episode, as well as compact diagnostic criteria
checklists to be completed for diagnostic categories formulated by the clinicians
at the end of the evaluation process, which document the fit between DSM-III
categories and fulfilled criteria.

Explicit Diagnostic Criteria

The development and use of explicit or specific diagnostic criteria represents
the second major methodological development aimed at reducing undesirable
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variability or unreliability in the diagnostic evaluation process. Generically, this
procedure involves setting clear, denotative, and objective rules for assigning
diagnostic categories to individuals under examination. The clinical information
used for making these assignments may have been obtained through unstruc-
tured, semistructured, or rigidly structured interview procedures.

Some of the best known sets of explicit psychiatric diagnostic criteria are
those developed by Feighner et al. (1972) and by the Research Diagnostic Criteria
(Spitzer et al., 1978), and those included in Axes I and II of DSM-III (American
Psychiatric Association, 1980). These three criteria sets were developed sequen-
tially, each building heavily on the previous one.

The Feighner et al. criteria were developed “for use in psychiatric research”
and pioneered the design of criteria for a substantial set of diagnostic categories.
The diagnostic criteria include both inclusion rules (specifying features required
to be present for making the diagnosis under consideration) and exclusion rules
(specifying features that rule out that diagnosis). They cover 15 diagnostic condi-
tions that, in the opinion of the authors, had adequate evidence of clinical
distinctiveness, longitudinal stability, and in some cases, high familial loading.

Building on the Feighner et al. criteria, Spitzer et al. (1978) developed the
Research Diagnostic Criteria (RDC), within the framework of a collaborative
project on the psychobiology of depression sponsored by the National Institute
of Mental Health. The scope of psychopathology covered increased vis-a-vis that
covered by the Feighner et al. criteria to include eight additional disorders.
Additionally included are several non-mutually-exclusive ways of subtyping
some of the important categories, such as major depressive disorder. The clinical
information strictly required to formulate RDC diagnoses can be obtained
through the previously described Schedule for Affective Disorders and Schizo-
phrenia, which was developed for this specific purpose.

The following criteria for panic disorder illustrate the RDC approach; A
through E are required for the episode of illness being considered:

A. At least 6 panic attacks, distributed over a 6 week period and occurring at times
other than during marked physical exertion or a life-threatening situation, and in the
absence of a medical illness that could account for symptoms of anxiety.

B. The panic attacks are manifested by discrete periods of apprehension or fear-
fulness with at least 3 of the following symptoms present during the majority of attacks
required for definite and 2 for probable (for past episodes, because of memory diffi-
culty, the criteria are 2 and 1 symptoms).

(1) dyspnea, (2) palpitations, (3) chest pain or discomfort, (4) choking or smother-
ing sensations, (5) dizziness, vertigo, or feelings of unreality, (6) paresthesias (tin-
gling), (7) sweating, (8) faintness, (9) trembling or shaking, (10) fear of dying during
attack.

C. Nervousness apart from the anxiety attacks over the 6 week period.

D. The anxiety symptoms, or reactions to them are a major part of the clinical
picture during some phase of the period of illness being considered.

E. The condition has resulted in either impairment in social functioning, seeking
help from someone, or taking medication, or abusing alcohol or drugs.

Patients with probable or definite major depressive disorder, schizophrenia,
or schizo-affective disorder who manifest recurrent anxiety attacks do not re-
ceive the additional diagnosis of panic disorder for the same period of illness if
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the anxiety attacks largely overlap temporally with those of the other disorder.
However, some patients may have a period of illness that meets the criteria for
more than one of the following conditions: panic disorder, phobic disorder, or
obsessive-compulsive disorder. In such instances, more than one diagnosis
should be given.

The recently developed third edition of the Diagnostic and Statistical Manual
of Mental Disorders (DSM-III; American Psychiatric Association, 1980) represents,
in terms of explicit diagnostic criteria, one step more in the developmental line
initiated by the Feighner et al. criteria. Most important, given that the main
objective of DSM-III was to facilitate regular clinical work rather than just to
identify homogeneous patient groups for research, its scope included all forms
of psychopathology. This expansion in coverage involved both the consideration
of a much larger set of categories than those of the RDC and the Feighner et al.
criteria and some relaxation in the assignment rules for specific diagnostic
categories.

The DSM-III diagnostic criteria for panic disorder are presented below for
illustration purposes:

A. At least three panic attacks within a three-week period in circumstances other
than during marked physical exertion or in a life-threatening situation. The attacks are
not precipitated only by exposure to a circumscribed phobic stimulus.

B. Panic attacks are manifested by discrete periods of apprehension or fear, and at
least four of the following symptoms appear during each attack:

(1) dyspnea

(2) palpitations

(3) chest pain or discomfort

(4) choking or smothering sensations

(5) dizziness, vertigo, or unsteady feelings
(6) feelings of unreality

(7) paresthesias (tingling in hands or feet)
(8) hot and cold flashes

(9) sweating

(10) faintness

(11) trembling

(12) fear of dying, going crazy, or doing something uncontrolled during an attack

C. Not due to a physical disorder or another mental disorder, such as Major
Depression, Somatization Disorder, or Schizophrenia.

D. The disorder is not associated with Agoraphobia.

It can be seen that these DSM-III criteria require three panic attacks within a
three-week period instead of six attacks in six weeks as the RDC does. DSM-III
also requires the presence of 4 characterizing symptoms out of 12 possible symp-
toms, whereas RDC requires 3 out of 10 possible symptoms. RDC Criteria C and
D dealing with pervasive anxiety and Criterion E dealing with resulting social
functioning impairment, care-seeking behavior, and substance abuse are not
included in DSM-IIL. Furthermore, reflecting the larger set of disorders included
in DSMH-III, one of the exclusion criteria for panic disorder is association with
agoraphobia, given that there is a specific disorder encompassing this associ-
ation.

The polydiagnostic approach should also be mentioned here. This is the
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concomitant use of several diagnostic criteria sets (e.g. Feighner et al., RDC, and
DSM-III) when evaluating an individual. This would allow the systematic com-
parison of various criteria sets in terms of their relations to associated events,
social functioning, and illness course and treatment (Strauss & Gift, 1977). In
fact, some studies have already been reported in the literature comparing differ-
ent sets of diagnostic criteria for a single category by using outcome as the
external validating criterion (e.g., Brockington, Kendell, & Leff, 1978).

THE MuLTIAXIAL MODEL

In parallel to the methodological developments described in the preceding
section, the traditional single-label diagnostic model has been challenged on
scientific grounds (e.g., Strauss, 1973), and in contraposition, a multiaxial ap-
proach has been proposed. This model consists of the systematic formulation of
the patient’s condition and the etiological and associated factors in terms of
several variables, aspects, or axes, which are thought to have high clinical infor-
mation value and are conceptualized and rated as being quasi-independent from
each other. The word multiaxial has become the prevalent characterizing term,
although it is somewhat confusing, given its “multidimensional” connotation,
whereas, in fact, as will be seen later, most of the proposals reported in the
literature have a mixed categorical and dimensional structure (Mezzich, 1979,
1984).

To better understand the possibilities and problems encompassed by the
multiaxial model, it seems appropriate to review next its historical roots, the
specific multiaxial systems proposed in the literature, and the trends and issues
in the content, organization, and scaling of diagnostic axes.

Historical Context of Multiaxial Diagnosis

Although the impact of multiaxial diagnosis is relatively recent, its origins
are not. The contrast between the multiaxial and the conventional uniaxial diag-
nostic system may be traced perhaps to the old nosological controversy re-
viewed by Kendell (1975, p. 60) between, on one hand, the idealized and ab-
stract Platonic disease entity and, on the other hand, the closer-to-the-patient
and therefore more “clinical” Hippocratic approach.

This contrast was revived early in this century by the argument between
Emile Kraepelin, who thoroughly endorsed the disease entity model, and A.
Hoche, who proposed the separation of syndrome and etiology in the diagnostic
formulation. Kraepelin’s position prevailed, and nothing much was heard about
this issue until 1947, when Erik Essen-Moller and S. Wohlfahrt suggested the
amendment of the official Swedish classification of mental disorders separating
syndrome and etiology.

Increased interest in multiaxial models for psychiatric diagnosis was then
prompted by various symposia on the classification of mental disorders spon-
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sored by the World Health Organization and by the American Psychopathologi-
cal Association. These symposia reviewed a number of fundamental meth-
odological issues in diagnosis and also some germinal multiaxial ideas (e.g.,
Rutter, Lebovici, Eisenberg, Sneznevskij, Sadoun, Brooke, & Lin, 1969; Stengel,
1959; Zubin, 1961). More recently, in some way building on the diagnostic
separation of syndrome and etiology put forward by Essen-Méller and
Wohlfahrt (1947) and Essen-Moller (1961, 1971), a number of multiaxial models
have been proposed in various parts of the world, including England (Rutter,
Shaffer, & Shepherd, 1975; Wing, 1970), Germany (Helmchen, 1975; von Cra-
nach, 1977), Japan (Kato, 1977), Sweden (Ottosson & Perris, 1973), and the
United States (American Psychiatric Association, 1980; Strauss, 1975). Addi-
tionally attesting to the significance of the multiaxial model is the incorporation
of a transitional form of it in the new U.S. Diagnostic and Statistical Manual of
Mental Disorders, as well as its serious consideration for possible implementation
in the future tenth revision of the International Classification of Diseases.

Conceptualization of Axial Content, Organization, and Scaling

The axes considered in the various systems proposed in several parts of the
world could be grouped, according to their content, into the following major
types or themes:

1. Phenomenology. It includes symptomatology, personality disorder, and
intellectual functioning.

2. Etiological or associated factors. These include axes on biological and psy-
chosocial factors conceptualized and organized in various ways. Causa-
tion may include predisposing, precipitating, and maintaining factors.

3. Time frame. It includes axes dealing with onset, duration, and course of
psychopathology.

4. Social functioning. It includes axes dealing with work performance, inter-
personal relations, and other aspects of adaptive functioning.

5. Other. It includes psychopathological severity, certainty, and the “ill-
ness’” versus ‘“‘caseness” contrast. It should be noted that some axes,
such as “certainty” have a “moderator” meaning rather that being con-
ceptually independent axes.

Almost universal consensus (Kato’s 1977 special system being the excep-
tion) can be noted on the inclusion of “symptomatology or syndrome” and
“etiological or associated factors.” The latter always included biological and
psychosocial factors (as separate axes in Rutter, Shaffer, & Sturge, 1975; and in
DSM-III).

Four multiaxial systems (Helmchen, 1975; Ottosson & Perris, 1973; Strauss,
1975; von Cranach, 1977) deal with “time frame of psychopathology” through
axes such as “duration” and “course.” A fifth system (DSM-III) uses, within
Axis I (clinical psychiatric syndrome), “duration” for additionally rating schizo-
phrenic disorders and “course” for alcohol and other drug-use disorders.
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Number and Organization of Axes

Decisions about the number of axes in a system entail consideration of the
relative importance given to two conflicting objectives in diagnostic develop-
ment. One is greater comprehensiveness and informational richness of the diag-
nostic formulation, which would promote the inclusion of as many axes or
clinical aspects as possible. The other objective is parsimony, addressed to limit-
ing the number of axes in order to prevent overloading the clinician cognitively
when she or he is trying to conceptualize the patient’s problems and make
management decisions. The previously mentioned revision of the literature on
multiaxial systems shows that the modal number of axes per system was five,
which was the case in five systems.

In regard to their scaling, axes can be either typological or dimensional. A
typological axis is structured in terms of categories that are qualitatively different
from each other and that can be represented by patient clusters or groups. A
common example of a typological axis is syndrome description, involving a set
of states such as generalized anxiety and paranoid schizophrenia. In contrast, a
dimensional axis represents continuous, ordered, quantitative variation. The
mathematical scale underlying it may be either of the rank type, in which just
ordinal information is considered, or of the interval type, in which information
about the size of the differences between objects or points is additionally consid-
ered. Diagnoses according to a dimensional axis are made on the basis of indi-
viduals’ standing on the relevant scale. Examples of dimensional axes are chron-
icity and level of social functioning.

In a comparison of diagnostic merits, on one hand a typological axis has the
advantage of its traditional and generalized use in standard diagnostic systems
such as the current edition of the International Classification of Diseases and the
associated ample familiarity that clinicians have with such a descriptive arrange-
ment. The predilection for the use of categorical labels may extend beyond the
clinical area and may respond to deep psychological needs for simplified de-
scription, as suggested by Raven, Berlin, and Breedlove (1971). On the other
hand, a dimensional axis or scale, when applicable, involves a fuller use of the
available information than was accomplished by a typological scale. Besides the
above considerations, the choice between a typological or a dimensional scale for
assessing a particular clinical aspect may depend on the informational structure
of that aspect, as determined by clinical judgment and/or data-based research.
For example, the most accepted way of conceptualizing psychopathological
symptomatology, as described in established textbooks and most professional
journals, is in terms of syndromes or states, which are categories. Probably
because of this, all multiaxial proposals reported in the literature use a ty-
pological scale for symptomatology. This does not mean, of course, that dimen-
sional scales could not be used in complementary fashion in the future if ade-
quate research documents their appropriateness and usefulness for at least
certain psychopathological areas, such as personality disorder. Another clinical
aspect is social or adaptive functioning, which has been frequently concep-
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tualized in terms of its level. The two multiaxial proposals (Strauss, 1975, and
DSM-III) that include this clinical aspect use dimensional axes for it.

INTERNATIONAL CLASSIFICATION OF DISEASES (NINTH EDITION)

Historical Context

In 1853, a milestone in public health took place when the International
Statistical Congress requested William Farr of England and Marc d’Espine of
Italy to prepare a uniform nomenclature of the causes of death applicable to all
countries. After several revisions, a final version was prepared in 1891 by a
committee chaired by Jacques Bertillon, chief of statistical activities of the city of
Paris, and was adopted by the International Statistical Institute in 1893. This
international classification of causes of death and its successor, the International
Statistical Classification of Diseases, Injuries and Causes of Death, have since then
been revised regularly at about 10-year intervals.

Each revision is expected to adopt modifications in disease classification
resulting from new discoveries, correction of errors and inconsistencies, and
attempts to meet the changing and expanding needs of health and social agen-
cies, clinicians, research workers, and users of health statistics for improved
classification of diseases.

The ICD is a statistical classification for the following conditions: infectious,
parasitic, and noninfectious disease; complications of pregnancy, childbirth, and
the puerperium; congenital abnormalities; causes of perinatal morbidity and
mortality; accidents, poisonings, and violence; and symptoms, signs, and ill-
defined conditions.

The ICD is organized into 17 major sections. Each of these major sections is
subdivided into a defined set of categories, identified by three digits ranging
from 001 to 999. Each category is divided into additional subcategories by a
fourth digit (.0-0.9) The section on mental disorders of the ICD subdivides these
disorders into organic conditions, psychoses, neurotic disorders, personality
disorders and other nonpsychotic disorders, and mental retardation. There are
two supplementary chapters: one for classification of external causes of injury
and poisoning (the E code) and the other for classification of factors influencing
health status and contact with health services (the V code).

Section on Mental Disorders

A major innovation in ICD-9 was the incorporation of the glossary of the
section of mental disorders. In addition, several new three-digit categories were
added, some of them related to child and adolescent psychopathology: psycho-
sis with origin specific to childhood; nondependent abuse of drugs; acute reac-
tion to stress; adjustment reaction; depressive disorder, not elsewhere classified;
disturbance of conduct, not elsewhere classified; disturbance of emotions specif-
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ic to childhood and adolescence; hyperkinetic syndrome of childhood; specific
delays in development; and psychic factors associated with diseases classified
elsewhere.

Among the categories specific to childhood and adolescence, the psychoses
with origin specific to childhood should be used only for psychoses that begin
before puberty. This category is subdivided into infantile autism, disintegrative
psychosis, other, and unspecified.

Infantile autism is a syndrome present from birth or beginning in the first 30
months. Usually, there are severe problems in the understanding of spoken
language. Speech is delayed and, if it develops, is characterized by echolalia, the
reversal of pronouns, immature grammatical structure, and inability to use ab-
stract terms. There is generally an impairment in the social use of both verbal
and gestural language. Problems in social relationships are most severe before
the age of 5 years. Ritualistic behavior is usual and may include abnormal rou-
tines. The intelligence ranges from severely subnormal to normal or above.

In the disintegrative psychosis, the normal or near-normal development for
the first few years is followed by a loss of social skills and of speech, together
with a severe disorder of emotions, behavior, and relationships.

Other childhood psychoses include a variety of atypical psychoses that may
show some, but not all, the features of infantile autism.

The other broad category specific to childhood and adolescence is distur-
bance of emotions specific to childhood and adolescence. Its manifestations are
subcategorized into: with anxiety and fearfulness; with misery and unhap-
piness; with sensitivity, shyness, and social withdrawal; with relationship prob-
lems; other or mixed; and unspecified.

Hyperkinetic syndrome of childhood is characterized by short attention
span and distractibility. In early childhood, the most striking symptom is ex-
treme overactivity. Impulsiveness, marked mood fluctuations, and aggression
are also common symptoms. This category is subdivided into a simple distur-
bance of activity and attention; hyperkinesis with developmental delay; hyper-
kinetic conduct disorder; other; and unspecified.

In the specific delays in development, this feature is the most salient. It
includes specific reading retardation, specific arithmetical retardation, other spe-
cific learning difficulties, developmental speech or language disorder, specific
motor retardation, mixed developmental disorder, other, and unspecified.

Another part of ICD-9 that is receiving increasing attention in the mental
health field is the supplementary classification of factors influencing health sta-
tus and contact with the health sources (V codes). These V codes are important
in obtaining information on psychosocial and environmental factors related to
the problem of psychiatric morbidity and primary health care and factors that
lead a person to enter the health service system.

According to Kramer (in press) these classifications and others regarding
psychosocial factors will gain importance because of the priority placed by WHO
on the need for such classifications in primary health care, particularly in less
developed areas of the world, and on the need for classifications for planning
and evaluating the services provided.
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The section on external causes of injury and poisoning (E codes) allows the
classification of environmental events, circumstances, and conditions as the
cause of injury, poisoning, and other adverse effects. It contains categories that
are relevant to the mental health area, such as motor vehicle accidents, suicide
attempts, homocide, accidental poisoning, and the utilization of psychotropic
drugs, soporifics, and other drugs that affect the physiology of the central ner-
vous system.

These two supplementary classifications are particularly relevant to children
and adolescents because of their dependence on the physical and psychosocial
environment.

DSM-III

In mid-1980, the third edition of the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-III) was published. Since then, it has attracted considerable
interest, and along with a recognition of its limitations, it is being widely judged
in this country and abroad as a significant step forward toward a more accurate
and thorough characterization of psychiatric patients. Its most important fea-
tures are the use of explicit or operational criteria for the definition of diagnostic
categories and the use of a multiaxial framework. These two features, which
represent some of the most important methodological developments of recent
years, were discussed in preceding sections.

The multiaxial system in DSM-III includes three typological axes: (I) clinical
psychiatric syndromes; (II) personality and specific developmental disorders;
and (III) physical disorders. It also includes two dimensional ones: (IV) severity
of psychosocial stressors and (V) highest level of adaptive functioning in the past
year. A patient is diagnosed in a typological axis through the use of qualitatively
distinct categories, whereas in a dimensional axis, the patient is described by the
indication of his or her standing on an interval or rank scale.

Axis I: Clinical Psychiatric Syndromes

Axis I of DSM-III comprises a catalog of mental disorders (other than per-
sonality and specific developmental disorders) and related conditions. Most of
these disorders have explicit diagnostic criteria, one of the landmarks of DSM-
III. Some overview comments on the broad categories of Axis I follow.

Reflecting an increase in interest and knowledge in child psychopathology,
DSM-III contains a much expanded and differentiated set of categories for disor-
ders usually starting in infancy, childhood or adolescence, vis-a-vis the few
categories contained in DSM-IL.

Organic mental disorders are divided into two parts. One includes two
broad categories with specified etiology or pathophysiology: dementias arising
in the senium and presenium and substance-induced organic mental disorders.
The second section corresponds to organic mental disorders described in terms
of behavioral syndromes, the etiology or pathophysiology of which is either
noted under Axis III (physical disorders) or is unknown.
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Substance use disorders cover both alcohol and other drugs. They are es-
sentially classified as either abuse or dependence (characterized by manisfesta-
tions of tolerance and/or withdrawal). Drug use syndromes newly considered in
DSMH-III (in contrast with DSM-II) are phencyclidine (PCP) abuse and tobacco
dependence.

The schizophrenic disorders have a description tightened in comparison to
that in DSM-II, including the requirement of a 6-month chronicity. The “simple”
subtype of DSM-II is omitted, and schizoaffective disorders are placed outside
the broad schizophrenic category.

An interesting new broad category is psychotic disorders not elsewhere
classified. It includes schizophreniform disorder (having all the cross-sectional
features of schizophrenia but a chronicity of less than 6 months and more than 2
weeks), brief reactive psychosis (which appears immediately following a recog-
nizable psychosocial stressor), schizoaffective disorder (which does not have
explicit diagnostic criteria and is used whenever a differentiation between affec-
tive disorder and either schizophrenic or schizophreniform disorder is not possi-
ble), and atypical psychosis (which encompasses two main meanings: a psycho-
sis not fitting the definitions of the specified psychotic disorders or a psychosis
unspecified because of inadequate information).

The section on affective disorders constitutes one of the major innovations
in DSM-III. First, major affective disorders are divided principally into bipolar
disorder (manic-depressed with a history of mania) and major depression
(which has a quite encompassing definition and prevails over concomitant neu-
rotic syndromes of various kinds). Other specific affective disorders (cyclothy-
mic and dysthymic disorders) represent milder and chronic affective conditions.
Atypical bipolar and depressive disorders represent unspecified or residual
categories.

A number of traditional neuroses are considered next under the headings of
anxiety, somatoform, and dissociative disorders.

Psychosexual disorders are much more differentiated than in DSM-II and
include gender identity disorders, paraphilias, psychosexual dysfunctions, and
the controversial ego-dystonic homosexuality.

Adjustment disorders represent nonpsychotic reactions to stressful situa-
tions and are classified according to the predominant affect or behavior shown.

Psychological factors affecting physical condition replace the “psycho-
physiological” or “psychosomatic” disorders of traditional systems. Their diag-
nosis involves both indicating the presence of such psychological factors in Axis
I and specifying the corresponding physical conditions in Axis III.

A set of V codes is provided for conditions not attributable to a mental
disorder that are nevertheless a focus of attention or treatment.

Axis II: Personality and Specific Developmental Disorders

This axis tends to represent stable behavioral handicaps. However, it seems
that, to do justice to this conceptualization, it should also include mental retar-
dation.
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Personality disorders in DSM-III cover most of the characterological condi-
tions of DSM-II. Exceptions are the addition of schizotypal, avoidant, nar-
cissistic, and borderline personality disorders; the deletion of inadequate and
asthenic personality disorders; and the transfer to various Axis I sections of
cyclothymic and explosive personality disorders.

Specific development disorders represent an innovation in DSM-III, reflect-
ing the axis on developmental delays from the multiaxial system for child psy-
chopathology developed by Rutter et al. (1975) under the sponsorship of the
World Health Organization.

Axis III: Physical Disorders

Axis Il includes any current physical disorders or conditions relevant to the
understanding or management of the individual. Such conditions are cataloged
in the non-mental-disorder sections of the International Classification of Diseases
(ICD-9-CM) (U.S. Center for Health Statistics, 1978).

Axis IV: Psychosocial Stressors

Axis IV assesses psychosocial stressors judged to have been significant
contributors to the development or exacerbation of the current disorder.

First, specific psychosocial stressors (e.g. death of sister) are to be identified
and listed in order of importance. Then, the overall stressor severity is rated
using the following scale.

Code Term Adult examples Child or adolescent examples
1 None No apparent psychosocial stressor ~ No apparent psychosocial stressor
2 Minimal Minor violation of the law; small Vacation with family
bank loan
3 Mild Argument with neighbor; change Change in schoolteacher; new
in work hours school year
4 Moderate New career; death of close friend; Chronic parental fighting; change
pregnancy to new school; illness of close rela-
tive; birth of sibling
5 Severe Serious illness in self or family; Death of peer; divorce of parents;
major financial loss; marital sepa- arrest; hospitalization; persistent
ration; birth of child and harsh parental discipline
6 Extreme Death of close relative; divorce Death of parent or sibling; physical
or sexual abuse
7 Catastrophic ~ Concentration camp experience; Multiple family deaths
devastating natural disaster
0 Unspecified No information, or not applicable No information, or not applicable

Axis V: Highest Level of Adaptive Functioning in the Past Year

least a few months) during the past year.

Axis V assesses an individual’s highest level of adaptive functioning (for at

Adaptive functioning is conceptualized mainly as a composite of social rela-
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tions (breadth and quality of interpersonal relations with family, friends, and
other people) and occupational functioning (consistency and quality of perfor-
mance as worker, student, or homemaker). Use of leisure time is considered
accessorily:

Code  Term Description

1 Superior Unusually effective functioning in social relations, occupational
functioning, and use of leisure time

2 Very good Better than average functioning in social relations, occupational
functioning, and use of leisure time

3 Good No more than slight impairment in either social or occupational
functioning

4 Fair Moderate impairment in either social relations or occupational
functioning, or some impairment in both

5 Poor Marked impairment in either social relations or occupational
functioning, or moderate impairment in both

6 Very poor Marked impairment in both social relations and occupational
functioning

7 Grossly impaired ~ Gross impairment in virtually all areas of functioning

0 Unspecified

An appraisal of DSM-III as a classification of child psychiatric disorders
done by experts in the field of child psychopathology seems to show some
agreement among them. Its success resides in (1) its introduction of a multiaxial
framework that allows assessment of multiple facets of behavior through the use
of multiple axes (Achenbach, 1980; Rutter & Shaffer, 1980; Mezzich & Mezzich,
1985; Werry, 1985); (2) its provision of a more comprehensive listing of child
psychiatric disorders (Achenbach, 1980; Rutter & Shaffer, 1980; Werry, 1985); (3)
its specification of necessary and sufficient criteria for each diagnosis (Rutter &
Shaffer, 1980; Werry, 1985); (4) the usefulness of its syndrome-descriptive infor-
mation other than diagnostic criteria (e.g., associated features and differential
diagnosis discussions; Mezzich & Mezzich, 1985; Werry, 1985); (5) its use of a
phenomenological approach (Rutter & Shaffer, 1980); (6) its recognition of devel-
opmental factors in the manifestations of psychiatric disorders (Werry, 1985); (7)
the attempt of Axis IV to recognize the importance of stress (including develop-
mental stress) and of Axis V to recognize the level of adaptational function
(Werry, 1985); (8) its addition of codings for psychosocial stressors (Rutter &
Shaffer, 1980); (9) its recognition that disorders may persist in adult life (Rutter &
Shaffer, 1980); and (10) the possibility of defining a problem (e.g., a parent—child
problem) in terms that do not include the use of a pychiatric disorder label
(Werry, 1985).

Criticisms are made regarding the following issues:

1. Its medical model. Achenbach (1980) argues that a classification of child
psychopathology must embrace a wide range of adaptive and maladap-
tive behavior rather than limiting itself to focalized illnesses diagnosable
as present or absent.

2. The proliferation of unvalidated diagnostic categories (Achenbach, 1980;
Rutter & Shaffer, 1980; Werry, 1985; Werry, Methven, Fitzpatrick, &
Dixon, 1983).
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3. The decision not to include mental retardation on a separate axis (Rutter
& Shaffer, 1980).

4. Many of the diagnostic criteria are still subjective, and there are neither
prescribed nor universally accepted techniques for obtaining the neces-
sary data (Rutter & Shaffer, 1980; Werry, 1985).

. The principles employed on Axis IV (Rutter & Shaffer, 1980).

6. Special concerns about Axis IV, including the problematic definition of
stressors vis-a-vis the age of the child, the pertinence of acute versus
chronic stressors, and the demands on the evaluator imposed by the
need to consider the sociocultural framework

6]

A fair summary would be that DSM-III, vis-d-vis traditional systems, is a
much more imaginative system, is more logically organized, and represents a
landmark in the development of a psychiatric classification system.

OTHER DIAGNOSTIC SYSTEMS FOR MENTAL DISORDERS IN CHILDREN
AND ADOLESCENTS

Out of concern with the complexity of child psychopathology and its special
developmental issues, various alternative diagnostic systems particularly perti-
nent to this age group have been proposed in the literature.

Anna Freud

Anna Freud (1965) developed a diagnostic system based on the develop-
mental sequence hypothesized in psychoanalytic theory. She maintained that
“pure description” of a child’s symptoms is useless and instead that analytic
therapists should assess the child in terms of aspects such as drive; ego and
superego development; degree of stability of the borders between id, ego, and
superego; degree of progress from primitive, id-dominated (primary process)
thinking to rational, ego-dominated (secondary process) thinking; and progress
from seeking immediate gratification (pleasure principle) to delaying immediate
gratification in the interest of adaptation (reality principle).

Group for the Advancement of Psychiatry

Another important system is that proposed by the Committee of Child
Psychiatry of the Group for the Advancement of Psychiatry (GAP; 1966). The
GAP committee opted for a “clinical descriptive” system that could be used by
workers from various schools of thought and that would facilitate a more uni-
form collection of data. The following is the list of categories considered: I.
healthy responses; II. reactive disorders; IIl. developmental deviations; IV. psy-
choneurotic disorders; V. personality disorders; VI. psychotic disorders; VII.
psychophysiological disorders; VIII. brain syndromes; IX. mental retardation;
and X. other disorders. In searching for a theoretical framework, the committee
felt that three factors were essential: (1) the psychosomatic concept; (2) the
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developmental dimension; and (3) the psychosocial aspects of the child’s exis-
tence in the family and society. The GAP committee attempted to make the
definitions of the various categories as operational as possible. This actually
varies from category to category; for example, Category IV (psychoneurotic
disorders) is defined almost exclusively in inferential terms obtained from psy-
choanalytic theory.

Anthony

Anthony (1970) proposed a comprehensive developmental schema for the
description of child psychopathology. His aim was to portray disorders in terms
of the psychosexual, psychosocial, psychocognitive and psychoaffective opera-
tions at work during any particular stage. As Anthony pointed out, his schema
is mainly addressed to the generaton of hypotheses, but it may also be a useful
way of summarizing the many psychological dimensions along which develop-
ment has been hypothesized to proceed and the multiplicity of factors that may
be needed to form a complete picture of a child at any given age.

Hewitt and Jenkins

In regard to data-based approaches to the development of diagnostic sys-
tems for children and adolescents, one of the earliest attempts was that of
Hewitt and Jenkins (1946). They reviewed 500 child clinic cases, and for each,
they determined the presence or absence of 94 psychopathological symptoms.
The authors retained for analysis only 45 of the items, chosen on the basis of
high frequency or obvious clinical importance. The intercorrelations between the
45 items were inspected to elucidate three clusters that the authors expected in
advance. A symptom was regarded as belonging to a cluster if it had a correla-
tion coefficient of at least 0.30 with most of the other symptoms in the cluster
and if it fitted the clinical picture suggested by the cluster. The three symptom
clusters were submitted to represent the “overinhibited’ child,” the ‘‘un-
socialized aggressive child,” and the “sociological delinquent child.”

Achenbach

Achenbach (1966) conducted a factor analytic study of a symptom checklist
of 91 items on a sample of 300 boys and 300 girls attending a psychiatric clinic
who showed no evidence of organic features. Various sources in each child’s
record (e.g., parents, physicians, teachers, and self-reports) provided the infor-
mation for scoring each symptom as present or absent. He found first a general
bipolar factor for both boys and girls. The factors that had significant loadings on
the positive pole of the factor were labeled “internalizing symptoms.” Those
with significant loadings on the negative pole of the factor were called “exter-
nalizing symptoms.” Additionally, the author found 7 specific factors for boys
and 11 for girls. The specific symptom factors found were (1) aggressive behav-
ior; (2) anxiety symptoms (girls only); (3) delinquent behavior; (4) depressive
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symptoms (girls only); (5) enuresis and other immaturities (girls only); (6) hyper-
active behavior; (7) neurotic and delinquent behavior (girls only); (8) obesity
(girls only); (9) obessions, compulsions, and phobias; (10) schizoid thinking and
behavior; (11) sexual problems (boys only); and (12) somatic complaints.

The Rutter System

One of the most significant developments in the diagnosis of child and
adolescent disorders, because of its international origin, its consensual base, and
its innovative structure, has been the multiaxial system for these age groups
born at the Fifth World Health Organization Seminar on Psychiatric Diagnosis
(Rutter et al., 1969). It initially included three axes: clinical psychiatric syndrome,
intellectual level, and medical conditions. The triaxial system was expanded
later on to include an axis on abnormal psychosocial situations (Rutter et al.,
1975a). Rutter et al. (1975b) added an axis on specific delays in development by
extracting these conditions from the psychiatric syndrome axis. The description
of the latter multiaxial diagnostic system follows.

First Axis: Clinical Psychiatric Syndrome. This axis consists of Section V of
ICD-9 except that the codes for specific delays in development (315) and the
codes on mental retardation (317-319) have been removed to constitute separate
axes. Otherwise, the organization of codes and glossary descriptions are un-
changed.

Second Axis: Specific Delays in Development. Categories on this axis are de-
scriptive and not etiological.

Third axis: Intellectual Level. This axis presents an indication of current level
of general intellectual functioning. The coding is behaviorally descriptive and
carries no necessary implications concerning either etiology or prognosis.

Fourth Axis: Medical Conditions. This axis provides for the coding of non-
psychiatric medical conditions. The coding refers to current conditions. A past
history of illness or injury should not be recorded unless it is associated with a
current codable condition. If a condition is present, it should be coded irrespec-
tive of whether it is thought to have caused the psychiatric disorder. It is possi-
ble to make more than one coding on the axis.

Fifth Axis: Abnormal Psychosocial Situations. This axis provides a means of
coding current abnormal psychosocial situations. It does not include past psy-
chosocial stresses. When an abnormal psychosocial situation is present, it
should be coded regardless of whether it is thought to have caused the patient’s
psychiatric disorder.

The categories included on this axis are the following:

00 No significant distortions or inadequacy of psychosocial environment
01 Mental disturbance in other family members

02 Discordant intrafamilial relationships

03 Lack of warmth in intrafamilial relationships

04 Familial overinvolvement

05 Inadequate or inconsistent parental control
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06 Inadequate social, linguistic, or perceptual stimulation
07 Inadequate living conditions

08 Inadequate or distorted intrafamilial communication
09 Anomalous family situation

10 Stresses or disturbance in school or work environment
11 Migration or social transplantation

12 Natural disaster

13 Other intrafamilial psychosocial stress

14 Other extrafamilial psychosocial stress

15 Persecution or adverse discrimination

16 Other psychosocial disturbance in society in general
88 Other

99 Not known

A review of the literature shows an increasing interest in the multiaxial
model for the diagnosis of psychiatric disorders in childhood and adolescence,
following the triaxial diagnostic system proposed by Rutter et al. in 1969.

Sadoun, Casadebaig, and Hatton

An epidemiological study of the infant population at the Alfred Binet Center
in Paris conducted by Sadoun, Casadebaig, and Hatton (1976) involved the use
of a multiaxial diagnostic system that comprises the following axes:

Auxis 1. Basic Diagnostic Class. This axis includes a list of 12 diagnostic catego-
ries (variations of the norm, adjustment disorders, specific developmental disor-
ders, neurotic disorders, personality disorders, psychotic disorders, disorders of
the volution of the libido, psychosomatic disorders, organic brain disorders,
mental retardation, conduct disorders, and other conditions). Only one category
is allowed to be coded on this axis. If concomitant disorders exist, they could be
coded on Axis III (associated disorders).

Axis II. Intellectual Level. This axis includes the coding of the IQ and the test
used for its assessment.

Auxis I11. Associated Disorders. This axis allows coding of accompanying disor-
ders such as adjustment disorders, speech and language disorders, psycho-
motor disorders, and psychosomatic disorders.

Axis IV. Etiological Factors. This axis allows the coding of information ob-
tained during the evaluation that might have etiological significance.

Kreisler

Continuing with the same interest in the psychopathology of infancy,
Kreisler (1977) proposed in France a multiaxial nosological classification based
on clinical manifestations and following the principles of coherence, clarity,
commodity, and concordance. This classification presents the following axes:

Axis I.  Disturbances of somatic expression
Axis II. Disturbances in development
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Axis III. Disturbances of motor expressions
Axis IV. Mental expression

Axis I involves a descriptive and symptomatic statement. The other axes
represent etiological and structural references.

Rocha

Emphasizing the need for a “multidimensional” diagnosis to avoid the
inconvenience of a “diagnostic label,” Rocha (1977) proposed in Brazil a multiax-
ial diagnostic system for children.

The description of the four axes is as follows:

Axis I.  Pathology. This axis includes symptoms.

Axis II. Pathogeny. In this axis, eight levels are described: the adaptive,
the reactive, the neurotic, the psychopathic, the psychotic, the
psychosomatic, the deficient, and the sociopathic.

Axis IIl. Personality. This axis describes the features that characterize the
most common and constant behavior of each child. Intellectual
level and age are also coded on this axis.

Axis IV. Etiology.

Spiel

A diagnostic system described by Spiel (1981) has been used for over a
decade at the Department of Child and Adolescent Neuropsychiatry, University
of Vienna Medical School. The author favors a diagnostic approach that focuses
on an individual’s life history and takes into account developmental processes
and their deviations from the norm. He argues that the medicopsychological
discipline was the first to accept the principle of multietiological causation and a
development-oriented interpretation of symptom phenomenology. His system
is based on an essential premise, that is, that any attempt to label diseases
should include three fundamental dimensions: (1) somatic; (2) psychic; and (3)
social. Each of these dimensions or levels is specified by referring to dynamic
processes: (1) the basic genetic and constitutional endowment of an individual;
(2) the dynamic processes that manifest themselves in the course of an indi-
vidual’s development; and (3) acute fateful events. Further differentiation can be
attempted by a quantitative weighing of the severity of each axis as (1) slight; (2)
moderate; or (3) severe.

MAS 81

In an attempt to obtain some experiential knowledge that could enhance the
future development of ICD-10, Isager (1982) developed in Denmark the “MAS
81,” alocal multiaxial diagnostic system for child psychiatry inspired by Rutter et
al.’s (1975) multiaxial system.
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The MAS 81 presents the following axes:

Axis 1. Clinical psychiatric symptomatology. This axis includes some
traditional “Scandinavian” syndromes coded on subaxis 1.1 and
a symptom checklist coded on subaxis I.2.

Axis II.  Specific delays in development.

Axis III. Intellectual level. Brilliant intelligence could also be coded on this
axis.

Axis 1IV. Biological circumstances.

Axis V. Socioeconomic and psychosocial circumstances. This axis includes a
socioeconomic category coded on subaxis V.1 and a newly
developed qualitative list of psychosocial circumstances with a
glossary coded on subaxis V.2. This new list considers not only
negative but also positive factors in the assessment of
psychosocial circumstances.

Special Areas

The multiaxial model has found useful applications not only in general
psychopathological description, but also in special areas. Among the latter is the
diagnosis of family dysfunction through a triaxial system developed by Tseng
and McDermott (1979); the comprehensive description of mentally retarded indi-
viduals through the work of Tarjan, Tizard, Rutter et al. (1972); and the attempt
to provide a comprehensive description of the condition of the violent delin-
quent adolescent in which are considered not only psychiatric disorders but also
the individuals’s level of intelligence, adaptive functioning, legal status, and
familial background (Mezzich, 1982).

PROSPECTIVE DIAGNOSTIC SYSTEMS

DSM-III-R

A relatively moderate revision of DSM-III undertaken by the American
Psychiatric Association (Spitzer & Williams, in press) involves changes in the
diagnostic classes, new categories, new names for old categories, new distinc-
tions, dropping of old distinctions, changing of concepts of certain disorders, a
new approach to exclusion criteria (hierarchy), a polythetic item format for sev-
eral disorders, and adjustments in the multiaxial system.

Regarding disorders usually first evident in infancy, childhood, or adoles-
cence, the main innovation is the coding of all “development disorders” along
with the personality disorders on Axis II. The developmental disorders are
mental retardation, pervasive developmental disorders, and specific develop-
mental disorders.

Mental retardation would include the same subcategories as in the current
DSM-IIL

The pervasive developmental disorders essentially include autistic disor-
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ders, subdivided into infantile onset, childhood onset, and onset not otherwise
specified. Also in this section is pervasive developmental disorder not otherwise
specified.

Specific developmental disorders include the following categories:

Language and speech disorders

315.39 Articulation disorder

315.31 Expressive language disorder
315.31  Receptive language disorder
Academic skills disorders

315.00  Reading disorder

315.90  Expressive writing disorder
315.10  Arithmetic disorder

Motor skills disorders

315.40 Coordination disorder

315.90  Specific developmental disorder NOS
Other developmental disorders

The following categories of disorders usually starting in infancy, childhood,
and adolescence are coded on Axis I:

Disruptive behavior disorders

314.01 Attention-deficit—hyperactivity disorder
Conduct disorder,

312.20 group type

312.00 solitary aggressive type

312.90 undifferentiated type

313.81 Oppositional defiant disorder

Anxiety disorders of childhood or adolescence

309.21 Separation anxiety disorder

313.21  Avoidant disorder of childhood or adolescence

313.00 Overanxious disorder

Eating disorders

307.10 Anorexia nervosa

307.51 Bulimia nervosa

397.52 Pica

307.53  Rumination disorder of infancy

307.50 Eating disorder NOS

Gender identity disorders

302.60  Gender identity disorder of childhood

302.50  Transsexualism

302.89  Gender identify disorder of adolescence or adulthood,
nontransexual type

302.85  Gender identity disorder NOS.

Tic disorders

307.23 Tourette disorder

307.22  Chronic motor or vocal tic disorder

307.21 Transient tic disorder
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Specify: Single episode, Recurrent

307.20  Tic disorder NOS

Disorders of elimination

307.60  Functional enuresis

307.70 Functional encopresis

Speech disorders not elsewhere classified

307.00 Cluttering

307.00  Stuttering

Other disorders of infancy, childhood, or adolescence
313.89  Reactive attachment disorders of infancy or early childhood
307.30  Stereotypy or habit disorder

313.23 Elective mutism

313.82  Identity disorder

314.00  Undifferentiated attention deficit disorder

Of course, children and adolescents can also be diagnosed on Axis I with
categories outside disorders usually starting in infancy, childhood, or adoles-
ence.

ICD-10

The upcoming revision of the International Classification of Diseases involves a
number of architectural changes from the current ICD-9, which are outlined by
Jablensky (in press).

The main innovations proposed for the disorders with an onset in child-
hood or adolescence are the expansion of the number of categories included and
their classification into three major groups. One of these comprises mental retar-
dation; the second, the various developmental disorders; and the third, behav-
ioral and emotional disorders with onset specific to childhood and adolescence.
A list of the corresponding categories and subcategories included in a 1986 draft
follows:

F70-F79 MENTAL RETARDATION

F70 Mild mental retardation

F71 Moderate mental retardation

F72 Severe mental retardation

F73 Profound mental retardation

F79 Unspecified mental retardation

F80-F89 DEVELOPMENTAL DISORDERS

F80 Specific developmental disorders of speech and language
F80.0 Simple articulation disorder
F80.1 Expressive language disorder
F80.2 Receptive language disorder
F80.4 Environmentally determined language/disorder
F80.6 Acquired aphasia with epilepsy
F80.9 Other and unspecified developmental disorders of speech and

language
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F81 Specific developmental disorders of scholastic skills
F81.0 Specific reading disorder
F81.1 Specific spelling disorder
F81.2 Specific disorder of arithmetical skills
F81.3 Mixed disorder of scholastic skills
F81.9 Other and unspecified disorder of scholastic skills
F82 Specific developmental disorder of motor function
F83 Mixed specific developmental disorder
F85 Pervasive developmental disorders
F85.0 Childhood autism
F85.1 Atypical autism
F85.2 Childhood disintegrative disorder
F85.3 Hyperkinetic disorder associated with stereotoyped movements
F85.4 Schizoid disorder of childhood
F85.9 Other pervasive disorder
F89 Developmental disorder, not otherwise specified
F90-F99 BEHAVIORAL AND EMOTIONAL DISORDERS WITH ONSET USU-
ALLY OCCURRING IN CHILDHOOD OR ADOLESCENCE
F90 Hyperkinetic disorder
F90.0 Simple disturbance of activity and attention
F90.1 Hyperkenitic conduct disorder
F90.9 Hyperkinetic disorder, not otherwise specified
F91 Conduct disorder
F91.0 Conduct disorder confined to the family context
F91.1 Unsocialized conduct disorder
F91.2 Socialized conduct disorder
F91.9 Conduct disorder, not otherwise specified
F92 Mixed disorder of conduct and emotions
F92.0 Depressive conduct disorder
F92.8 Other mixed disorder of conduct and emotions
F93 Emotional disorder with onset specific to childhood
F93.0 Separation anxiety disorder
F93.1 Phobic disorder of childhood
F93.2 Social sensitivity disorder
F93.3 Sibling rivalry disorder
F93.8 Other emotional disorder
F93.9 Emotional disorder, not otherwise specified
F94 Disorders of social functioning with onset specific to childhood or adolescence
F94.0 Elective mutism
F94.1 Reactive attachment disorder of childhood
F94.2 Attachment disorder of childhood, disinhibition type
F94.8 Other disorder of social functioning
F94.9 Unspecified disorder of social functioning
F95 Tic disorders
F95.0 Transient tic disorder
F95.1 Chronic motor or vocal tic disorder
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F95.2 Combined vocal and multiple motor tics (Tourette syndrome)
F95.9 Tic disorder, not otherwise specified

F98 Other behavioral and emotional disorders with onset usually occurring during
childhood
F98.0 Enuresis
F98.1 Encopresis
F98.2 Eating disorder (other than pica)
F98.3 Pica
F98.4 Sleep disorder in infancy and childhood
F98.5 Stereotype movement disorder
F98.6 Stuttering (stammering)
F98.7 Cluttering
F98.8 Hypersomnolence and megaphagia (Kleine-Levin syndrome)

F99 Unspecified behavioral or emotional disorder with onset in childhood or adolescence

In addition to the above-listed disorders usually starting in childhood or adoles-
cence, categoties in other sections of the catalog of mental disorders may be used
to diagnose both children and adults.
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4  Standardized
and Projective Tests

TaHomas M. DILORENZO

Using tests in the interests of children requires knowing why we are testing and what
we want to know. The problem is to ask the right questions about the right construct
and, of course, to make the proper inferences from what we observe on tests. (Scarr,
1981, p. 1160)

As each chapter of this book has been designed to provide specific information
regarding assessment devices that could or would be used for the diagnosis and
evaluation of treatment effectiveness, this chapter will not address the issue of
what standardized tests may be used in the assessment of specific disorders.
Rather, this chapter has been designed to present a critical view of the use of
standardized tests to diagnose childhood psychopathology and to aid in the
evaluation of treatment effectiveness.

The traditional approach to the assessment of childhood psychopathology
used test batteries (Mash & Terdal, 1981). For each child, a standard evaluation
would have been conducted that included several standardized tests. Recently,
this type of method (i.e., standardized batteries) to assess childhood problems
has been criticized by a variety of professionals (Santostefano, 1978). The con-
ceptual adequacy, utility, and cost efficiency of such an approach has not been
demonstrated (Mash & Terdal, 1981).

Mash and Terdal (1981) further asserted that

the multiple purposes for which assessments with children are carried out suggest that
all children should not be assessed in all possible ways and, therefore, that there is a
need for identifying those factors that go into determining which method of assess-
ment should be used [such as] the nature of the target behavior (e.g., overt versus
covert, chronic versus acute), characteristics of the child (e.g., age, cognitive and lan-
guage skills) and of significant others (e.g., social class and education), the assessment
setting (e.g., classroom, home, or institution), characteristics of the assessor (e.g., level
of training and available time), characteristics of the method (e.g., complexity and
amount of technical resources or training required, sensitivity to treatment), and as-
sessment purpose. (p. 42)

Therefore, standardized tests should be used not exclusively to diagnose
childhood psychopathological disorders but as adjuncts in the assessment pro-
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cess to answer specific questions. (The use of standardized tests to evaluate the
effectiveness of treatment will be discussed later.)

A final point regarding the declining use of standardized tests in the assess-
ment of psychopathology is the more recent changing view of clinical psychol-
ogy and clinical psychologists in particular. In the past, the standardized tests
discussed in this chapter were viewed as tools of the clinical psychologist es-
pecially when he or she was regarded as a tester (see Korchin & Schuldberg,
1981, for a discussion of this issue). As clinical psychologists shed this percep-
tion and became more involved in treatment and treatment evaluation, the
standardized tests and standardized clinical assessment procedures were em-
phasized less, especially with the emergence of behavior therapy with children.
The practicing clinician must be aware of the controversies and limitations of
standardized tests in diagnosis and treatment evaluation, and the present chap-
ter should take on meaning as a critical but practical view of these tests.

Before beginning the chapter, a few remarks are in order regarding several
general controversial issues about the use of standardized tests, and specifically
intelligence tests, with children (Carroll, 1982; Estes, 1982; Scarr, 1981). First, a
long-standing debate continues to the present day regarding the influence of
genetic and environmental determinants on measured mental abilities. Carroll
(1982) noted that, although the estimates of the heritability of intelligence gener-
ally range from about 40% to Jensen’s (1972) and Eysenck’s (1973) figure of 80%,
Kamin (1974) has suggested that heritability of intelligence does not exist. Re-
searchers and clinicians have taken sides regarding this volatile issue, and those
individuals administering the tests should at least be aware of how their in-
terpretations of test data will be received.

Second, mental testing has been fiercely criticized (Putnam, 1973) as being
racist, elitist, and politically motivated. Although these types of issues are quite
controversial, they point to the importance of public concern with testing and
raise relevant issues regarding the necessity of clearly specifying the needs and
goals of any testing that is performed with children.

USES OF STANDARDIZED TESTS

The material in this book has been designed to include information on
assessment techniques and methodologies used in the diagnosis and treatment
evaluation of childhood psychopatholpgy. Therefore, this discussion of the uses
of standardized tests will be limited to these two purposes. The use of standard-
ized tests to diagnose childhood psychopathology will be presented first.

Diagnosis

Probably the most controversial area in the assessment and treatment of disturbed
children has been the use of diagnostic labels based upon global classification sys-
tems. . . . Criticisms of existent systems for the classification and labeling of children
have been directed at the etiological assumptions upon which they are based, their
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unreliability with respect to both test-retest and interrater agreement, lack of demon-
strated validity, lack of utility with respect to prognosis and treatment, and general
abuses and misuses related to the potentially iatrogenic effects associated with the
assignment of labels. (Mash & Terdal, 1981, pp. 18-19)

However, there is still a pervasive use of diagnostic labeling of children. This
section takes a critical view of the usefulness of standardized testing in this
process.

Specific diagnoses must be tied to some reference point. In this chapter,
reference is made to the third edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-III) developed by the American Psychiatric Association
(1980). The DSM-III pays special attention to the classification of psychopathol-
ogy in children and adolescents (Kazdin, 1983; Taylor, 1983; Weiner, 1982).
According to the DSM-III, five major groups of disorders have been outlined as
those that arise or are first evident in infancy, childhood, or adolescence. These
disorders are intellectual (e.g., mental retardation), behavioral (e.g., conduct
disorder), emotional (e.g., anxiety disorder), physical (e.g., eating disorder),
and developmental (e.g., reading disorder) (Kazdin, 1983). Approximately 45
different diagnoses may first become evident in the developmental years
(Weiner, 1982). In addition to these categories, affective disorders and schizo-
phrenia have the same essential features in both child and adult populations and
therefore are also included in this discussion as possible childhood disorders.

The major childhood psychopathological disorders are listed in Table 1. The
testing requirements associated with each disorder that are specified by the
diagnostic criteria in DSM-III are also listed in Table 1. The reader should note
that the necessity of scores or interpretations from standardized tests in the
diagnosis of childhood disorders is listed in the diagnostic criteria of only two
major categories (i.e., mental retardation and specific developmental disorders).
(The specific tests used for these two diagnoses will be reviewed later.) Of these
two categories, specific developmental disorders are to be listed on Axis 2. These
disorders (e.g., reading, arithmetic, and language delays) have been typically
regarded as special problems within an educational arena and should not be
regarded as mental disorders (Kazdin, 1983). In addition, the listing of mental
retardation on Axis 1 as a clinical syndrome has come into question lately. The
most appropriate place for this diagnosis may also be on Axis 2.

Therefore, results from standardized tests are not listed in the criteria for
diagnosing the vast majority of psychopathological disorders of children, To
perform standardized tests to aid in diagnosis would appear, from this analysis,
to be unnecessary and unwarranted. A second use for standardized tests would
be to aid in treatment considerations and/or evaluations. The next section ad-
dresses these issues.

Treatment Considerations and/or Evaluation

The use of standardized tests may prove useful in both treatment considera-
tions and treatment evaluations. Treatment considerations, in the present case,
refer to the decisionmaking processes of selecting certain individuals, based on
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TasLe 1. DSM-III Categories for Psychopathological Disorders of Children and Related
Testing Requirements Based on the Diagnostic Criteria

Standardized tests

Achievement  Special  Projective

Code Disorder 1Q tests abilities tests
317.0x Mild MR X — — —
318.0x Moderate MR X — — —_
318.1x Severe MR X _ — —
318.2x Profound MR X — —_ —
314.xx Attention deficits — — — —
312.xx Conduct disorders — — — _
309.21, 313.xx Anxiety disorders —_ — . _
313.xx Other — — — —
307.10, 307.5x Eating disorders — — — —
307.2x, 307.30 Stereotyped movements — — — —
307.00, 307.60, Other disorders with physical

307.70, 307.4x manifestations — — — —
299.xx Pervasive developmental
disorders — — — —
315.xx Specific developmental
disorders X X X —
302.xx Gender identity — — — _
295.xx Schizophrenic disorders — — — —
296.xx, 300.40, Affective disorders
301.40 — — - _

scores obtained on certain tests (e.g., an IQ score of 45 would place the indi-
vidual in the moderate range of mental retardation), for specialized treatment
(e.g., a program designed specifically for moderately mentally retarded indi-
viduals). Especially within an educational context, standardized tests may prove
most useful in determining (in)competence on specific tasks if specialized pro-
grams are available for students. This last point is critical. Students should not
be routinely tested unless programs are available to help in either remediation or
enhancement. Likewise, tests should be geared toward assessing the specific
areas in need of training within the specialized programs. Scarr (1981) has sug-
gested that it is appropriate for educational institutions to assess and match
children and curricula and that tests can help this matching process.
Treatment evaluation is the process of specifying assessments or tests to be
used as dependent variables to assess the impact of an intervention or an inde-
pendent variable. Standardized tests could be used as one means of obtaining
relevant information regarding the problem behavior selected for treatment or
remediation. However, the practicing clinician must not put the cart before the
horse. Standardized tests should be regarded as tools that may prove helpful in
determining deficits in areas that are previously targeted as potential problems.
However, the importance of performing a functional analysis before the initia-
tion of a specified treatment or treatment design cannot be overemphasized. A
functional analysis is a thorough assessment of the problem behavior and its
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interrelationship with the variables that control its emission. This functional
analysis would tie the assessment procedure directly to specific treatment im-
plications rather than attempting to administer some test first (before a thorough
understanding of the problem and the related issues has been assessed) and
then trying to plug in the results in some post hoc mannner. Effective interven-
tions rely on a comprehensive analysis of the functional relationships among
behaviors in child—environment interactions. Without this process, treatments
are too often adopted uncritically (Phillips & Ray, 1980).

When developing a treatment plan, which presupposes the necessity of
treatment evaluation, several steps should be followed in the functional analy-
sis. First, the problem must be specified and the behavior of interest must be
defined. Second, the variables that control the problem behavior must be identi-
fied (Schreibman & Koegel, 1981). Third, Schreibman and Koegel (1981) sug-
gested grouping the behaviors according to common controlling variables. In
this way, as in every functional assessment performed, the treatment is specified
automatically (Matson & DiLorenzo, 1984). Fourth, a procedure should be se-
lected that will manipulate the controlling variables most efficaciously to change
the behavior in a desirable and predictable direction (Schreibman & Koegel,
1981). Throughout this process, data or assessments must be collected to deter-
mine whether treatment goals are being met (Mash & Terdal, 1981). If specific
standardized tests meet the needs and requirements of the treatment plan, they
should be included in the evaluation process.

Summary

Gelfand and Hartmann (1984) stated that the three functions of data collec-
tion (of which, in a traditional sense, standardized testing is an example) are (1)
to diagnose; (2) to identify controlling variables to aid in designing an effective
intervention; and (3) to evaluate treatment. In the preceding sections, two of
these three functions were discussed. However, an argument could be made
that to evaluate treatment effectively, one would need to be wholly aware of the
third function (i.e., treatment design). It is interesting that Gelfand and Hart-
mann (1984) discussed the use of interviews and observational methodologies to
collect data for the above purposes. They continued by outlining the steps to be
followed in developing an effective method of data collection:

. Define the target behavior(s) in a way suitable for measurement.
. Develop a measurement procedure.

. Select settings for observation.

. Schedule observations.

. Assess reliability and observer bias. (p. 39)

G W=

Gelfand and Hartmann’s book (1984) presents material on the assessment and
treatment of childhood problems and disorders through the use of child behav-
ior therapy, and yet, no mention is made of the usefulness or appropriateness of
standardized tests. As mentioned earlier, there are appropriate uses for stan-
dardized tests; however, special care should be taken in the selection and use of
these tests, so that the user is accountable for his or her actions. The following
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sections present information that the tester can use to make these informed
decisions.

SpecIFIC TESTS

As mentioned in the preceding sections, some standardized tests may be
useful either in diagnosis or in the evaluation of treatment procedures used in
childhood psychopathology. However, the usefulness of assessment batteries
has been seriously questioned, and therefore, specific tests must be evaluated
individually for their usefulness on the individual child basis. The following
sections provide information on the usefulness of intelligence, achievement,
special abilities, and projective tests in diagnosing childhood psychopathology
or in evaluating treatment procedures.

Intelligence Tests

Issues related to the psychometric rigor of intelligence tests used with chil-
dren (i.e., reliability, validity, standardization, stability, and factor structure;
Ciminero & Drabman, 1977) are not discussed here. It would appear to be
sufficient to note that the most commonly used intelligence tests, discussed
below, are relatively reliable instruments, for which norms have been estab-
lished, and in which validity issues have been addressed in a psychometrically
sound manner (Anastasi, 1982; Sattler, 1974; Wade & Baker, 1977).

Anastasi (1982) viewed a clinical approach to testing as the use of a test or
tests as representing one of several sources of data. She noted that taking IQ test
scores at face value in classifying children may lead to incorrect conclusions and
should not be done without supplementary observations and background infor-
mation. Rather, the use of intelligence testing as a measure of the child’s adap-
tive behavior in the school or in the student role (Anastasi, 1982) in combination
with other information provides an assessment of competence (Scarr, 1981;
Sundberg, Snowden, & Reynolds, 1978) that is quite useful. The assessment of
competence focuses on the knowledge, skills, and attitudes that the child uses to
function effectively in specified environments and situations (Anastasi, 1982;
Kaufman, 1979).

The most well-known and frequently used intelligence tests with children
include the Stanford-Binet Intelligence Scale, the Wechsler Intelligence Scale for
Children—Revised, and the Wechsler Preschool and Primary Scale of Intel-
ligence (Brown & McGuire, 1976; Lubin, Wallis, & Paine, 1971). Other less
known intelligence tests include the Peabody Picture Vocabulary Test, the Quick
Test, the Pictorial Test of Intelligence, the Columbia Mental Maturity Scale, and
the Slosson Intelligence Test. Sattler (1974) noted that, although there are a
number of drawbacks to these tests, they are still useful, in conjunction with
additional information, with a variety of populations.

Several of the well-known tests will be described briefly. The Stanford-Binet
Intelligence Test can be administered to individuals between the ages of 2 and
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18. The various tests are grouped into these age levels, although from age 2 to
age 5 the tests are grouped into half-year intervals (Anastasi, 1982). These half-
year intervals have been developed because a child progresses quite rapidly,
developmentally, at the early ages. The test includes both verbal and perfor-
mance items, although it has been regarded as being heavily weighted in verbal
items.

The Wechsler Preschool and Primary Scale of Intelligence (WPPSI) has been
designed to be administered to children between the ages of 4 and 6%. Of the 11
subtests, 10 are used to produce an IQ score: (1) information; (2) vocabulary; (3)
picture completion; (4) arithmetic; (5) mazes; (6) similarities; (7) comprehension;
(8) block design; (9) animal house; (10) geometric design; and (11) sentences
(supplementary test).

The Wechsler Intelligence Scale for Children—Revised (WISC-R) has been
designed to be administered to children between the ages of 6 and 16-11. Of the
12 subtests, 10 are used to derive an IQ score. The animal house, sentences, and
geometric design subtests from the WPPSI are replaced with digit span, picture
arrangement, object assembly, and coding.

The Stanford-Binet is recommended for use with individuals who have
extreme IQs (i.e., very low or very high) and young children. The WISC-R is
recommended for use with children above second grade. The WISC-R is easier
and less time-consuming than the Stanford-Binet, and the scores obtained on
the subtests can aid in treatment recommendations (see below).

Strengths

Kaufman (1979) observed that “the IQ does not reflect a global summation
of the brain’s capabilities and is certainly not an index of genetic potential, but it
does predict school achievement effectively” (p. 9). This finding is probably due
to the overlap between tasks requested on intelligence tests and to specific
scholastic aptitudes that are taught in an educational setting (e.g., reading and
arithmetic).

More specific to the present discussion, Nelson (1980) presented five possi-
ble uses of intelligence tests that may provide information related to diagnosis
and treatment considerations or evaluation.

First, the use of IQ scores would help to enhance communication between
researchers and clinicians about the specific individual’s or population’s aca-
demic repertoire. This information would help others to assess the effects of
experimental manipulations based on the subjects’ original strengths and
weaknesses.

Second, IQ scores could be used as screening devices to target children with
specific academic deficits, so that they could be placed in the educational set-
tings most conducive to remediating their particular deficits. For example, a
child with a particular deficit that was observed through the use of an IQ test
might be placed in a special education class specifically designed to meet his or
her needs.

Third, the test format may provide a guide to a hierarchy of skills that may
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be taught in an educational program. A child who did not complete items in a
hierarchy that are age-appropriate according to normative data could begin an
educational program at his or her present level and advance, in order, to those
tasks that are age-appropriate.

Fourth, IQ scores could be used as dependent measures for training pro-
grams. Because IQ tests have been standardized on large groups of children, a
natural norm group exists by which to evaluate changes based on a particular
intervention. Standardized dependent measures provide some evidence of so-
cial validity (Kazdin, 1977) that dependent measures, specifically designed for
the one study, do not.

Finally, the use of IQ tests can aid in examining the child’s test performance
for the purpose of developing an individualized educational plan (Ferinden &
Jacobson, 1969; Ferinden, Jacobson, & Kovalinsky, 1970). Not only are the re-
sponses to specific items obtained from the testing situation, but the tester also
obtains information regarding test-taking behavior (e.g., attending, persevering,
and following instructions).

Weaknesses

Sattler (1974) urged testers to remember that intelligence is not a thing and
that intelligence tests do not measure something innate or predetermined:
“Rather, intelligence tests can be thought of as samples of learning based on
general experiences. The score reflects the richness of the milieu in which the
child functions and the extent to which he has been able to profit from his
milieu” (p. 22). Given the importance of the environment, it should be noted
that a number of situational factors significantly affect IQ scores, including ex-
pectancy effects, the examiner’s experience, the perceived warmth of the sub-
ject, race and/or sex differences between examiner and child, and specific exam-
iner characteristics (Nelson, 1980; Sattler, 1974).

There are also other problems with intelligence tests. Different scores may
be obtained when different intelligence tests are used with the same individual,
and scores from tests administered before the age of 4-5 years do not predict
well to scores obtained at later ages (Nelson, 1980). Probably the most significant
problem is the variability of test scores based on the amount and form of tangible
and social reinforcement that is available during the testing situation (Ayllon &
Kelly, 1972; Clingman & Fowler, 1976; Edlund, 1972; Saigh & Payne, 1979; Smeets
& Striefel, 1975; Willis & Shibata, 1978; Young, Bradley-Johnson, & Johnson,
1982).

Based on these limitations, we should probably view IQ tests as a method of
providing a sample of academic behavior in a standarized situation (Nelson,
1980). The greatest diagnostic help would probably be in separating normal
children from mentally retarded children. However, the mental retardation di-
agnosis is only a description of present behavior (Sattler, 1974) that begins the
assessment process. As most mentally retarded children (85%) are diagnosed in
the mild mental retardation category with no known organic etiologies (Sattler,
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1974), the process of assessing adaptive behavior becomes the most pressing
issue, in which intelligence tests are of little help.

Achievement Tests

As mentioned earlier, achievement tests, like all standardized tests, are of
little use in the diagnosis of most forms of child psychopathology listed in DSM-
III. However, achievement tests are very helpful and would be considered the
assessment method of choice when assessing specific developmental disorders
that are labeled on Axis II.

Achievement tests are designed to assess past learning and learning that
has occurred through specific training or educational programs (Weiner & Stew-
art, 1984). They are usually administered in a package of tests that assess a
variety of different academic subjects. Profiles are generated either on individual
subjects or on more broadly defined academic subjects. Some tests focus on
specific skills, such as reading, and others focus on knowledge of facts or con-
tent of various forms of classwork (Weiner & Stewart, 1984). Finally, some tests
are typically used as screening devices, whereas others are more comprehensive
in format.

The two tests listed in Table 2 as screening devices are the Wide Range
Achievement Test (WRAT) and the Peabody Individual Achievement Test
(PIAT). These tests have been designed as rapid screening instruments that
cover a wide range of competence and are applicable from preschool to the adult
level (Anastasi, 1982). For example, the WRAT consists of three subtests that
assess the basic areas of reading, spelling, and arithmetic. The raw scores are
converted into grade ratings that can be compared with the child’s present grade
level.

A number of the most popular achievement tests used as screening devices
and batteries are listed in Table 2. However, the reader should be aware that
there are many other forms and types of achievement tests. Some tests are
designed to assess specific populations (e.g., autistic children), whereas others
are designed to tap specific skills (e.g., reading). (Anastasi, 1982, should be
consulted for a more detailed list of tests and reliability and validity issues.)

The most common form of achievement test is the teacher-constructed class-
room test (Anastasi, 1982; Weiner & Stewart, 1984). Although this form of test
may be the most useful in terms of following student progress through specific
coursework, it will not be discussed here because it is not a standardized test.

Strengths

As mentioned earlier, the obvious diagnostic strength of achievement tests
is the assessment of Axis Il developmental disorders. Also, achievement tests
are useful in treatment evaluation in two ways. First, specific gains due to an
educational program may be assessed in a pre/post fashion. This approach is
quite commonplace in educational institutions. Second, a child’s level of



72 THOMAS M. DILORENZO

TaBLE 2. Achievement Tests and Batteries and Related Grade Norms

Grade
Achievement test K 1 2 3 4 5 6 7 8 9 10 11 12
Screening
Peabody Individual
Achievement Test
(PIAT) X X X X X X X X X X X X X
Wide Range Achieve-
ment Test (WRAT) X X X X X X X X X X X X X
Batteries

California Achievement

Tests X X X X X X X X X X X X X
Iowa Tests of Basic Skills X X X X X X X X X X
Iowa Tests of Educational

Development X X X X
Metropolitan Achieve-

ment Tests Survey

Battery X X X X X X X X X X X X X
SRA Achievement Series X X X X X X X X X X X X X
Sequential Tests of Edu-

cational Progress—Step

III and CIRCUS Series X X X X X X X X X X X X X
Stanford Early School

Achievement Tests

(SESAT) X X
Stanford Achievement
Test X X X X X X X X X
Stanford Test of Academ-
ic Skills (TASK) X X X X X

achievement in specific subjects can be evaluated against his or her norm group.
For example, Meier (1971) indicated that, by the third grade, 10% of all children
of normal intelligence are reading at least one grade level below average. This
type of deficit may be detected through the use of achievement tests, and efforts
to remediate may be initiated.

Weaknesses

Once again, in the interest of maintaining the specific goals of this chapter,
important issues are not addressed that are normally discussed regarding some
forms of psychopathology of childhood. These are assessment issues related to
learning disabilities, minimal brain dysfunction, and emotional disturbances
(see the following references for good reviews: Barkley, 1981; Lahey, Vosk, &
Habif, 1981; MacMillan & Morrison, 1979; Rose, Koorland, & Epstein, 1982;
Werry, 1979). Although these terms are hopelessly vague, are difficult to define,
and also are not included in DSM-III, Werry (1979) feels that the concepts of
these syndromes will survive and are therefore worthy of study.
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MacMillan and Morrison (1979) noted that psychopathologically disordered
children have multiple problems that include educational deficits as well as
social deficits. These children are in need of special education for both of these
problem areas. By simply addressing achievement tests in this section, educa-
tional issues have been considered to the exclusion of social issues. And without
noting some of the labels that are typically used for children, such as learning
disabled, a weakness in this discussion might involve the narrowness of looking
at achievement tests alone, out of the context of the total environment of the
psychopathologically disordered child.

Special Abilities Tests

The focus of abilities tests is on the present, that is, on the person’s current
level of skills, knowledge, or learning (Weiner & Stewart, 1984). Although abili-
ties tests are similar to achievement tests in terms of focusing on learning as a
result of experience, achievement tests typically tap into learning that is as-
sumed to have occurred in a relatively specific content, such as in a classroom or
training program (Weiner & Stewart, 1984).

Generally, additional information is requested concerning specific abilities
after an intelligence test is administered that would lead someone to request a
specific abilities tests: “It is the focus on the overall IQ score and not on the
assessment of relative strengths and weaknesses in specific abilities that sepa-
rates IQ from specific ability assessment”” (Weiner & Stewart, 1984, p. 118). A
prime characteristic of abilities tests is the fullness and depth of their coverage of
a given specific ability (e.g., vision, hearing, motor dexterity, and creativity)
(Weiner & Stewart, 1984).

Specific abilities tests include the Differential Aptitude Test (DAT), the Pri-
mary Mental Abilities Test (PMA), and the General Aptitudes Test Battery
(GATB). Tests vary in their specific purposes (e.g., educational counseling, vo-
cational counseling, and vocational placement).

The DAT is probably the most widely used ability test. The eight individual
tests are verbal reasoning, numerical ability, abstract reasoning, clerical speed
and accuracy, mechanical reasoning, space relations, spelling, and language
usage. As can be seen from this list, a variety of abilities are assessed that are not
tested on an intelligence test. Normative, reliability, and validity data are
available.

Strengths

Again, based on DSM-III, special abilities tests would be of limited use in
the diagnosis of psychopathologically disordered children. However, they may
be helpful in sifting through some of the specific or pervasive developmental
disorders to arrive at a reasonable diagnosis after being supplied with a general
intelligence test.

Similarly to the achievement tests, the abilities tests could be used to assess
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changes in a treatment or educational program in a pre/post format. Also, gains
could be evaluated against the child’s normative group.

Weaknesses

The same weaknesses that were noted for achievement tests are also appar-
ent with these tests. In general, much of the work on defining specific abilities
was done to assess the predictive validity of the tests in terms of high school
achievement in both academic and vocational programs in the interest of better
forms of educational vocational counseling. These issues are not particularly
relevant to this chapter’s discussion.

Projective Personality Tests

The use of projective personality tests has been a hotly disputed topic for
many years (Weiner & Stewart, 1984). Although a great deal of research has
been conducted on projective techniques in the past, the use of these tests has
declined steadily over the past 10-15 years (Korchin & Schuldberg, 1981). The
controversies would fill volumes and are beyond the scope of this chapter.
Therefore, a brief overview of the purposes of projective tests and a description
of the most well-known tests is provided, with some strengths and weaknesses
of projectives delineated at the end.

A variety of assessment methods or tests have been designed in accordance
with various personality theories. Projective tests have been derived from the
psychoanalytic model of personality, in which projection is defined as a primary
defense mechanism against anxiety (Weiner & Stewart, 1984).

Defensive projection, or the externalization of impulses unacceptable to the ego, is held
to occur because conscious recognition of these impulses is painful to the ego. Projec-
tion has been viewed as a defense mechanism that operates unconsciously so that one’s

own emotionally unacceptable impulses are unconsciously rejected and attributed to
others. (O’Leary & Johnson, 1979, p. 214)

Within this theoretical framework, when a situation is too anxiety-provoking,
the individual may unconsciously project her or his negative feelings onto a less
threatening object or person. In the case of projective tests, the object is an
inkblot, an ambiguous scene, a blank sheet of paper, or an incomplete sentence
(Weiner & Stewart, 1984).

The most well-known projective tests include the Rorschach Inkblot Test,
the Thematic Apperception Test (TAT), the Children’s Apperception Test
(CAT), the Rotter Incomplete Sentences Blank, the Draw-A-Man Test, and the
Draw-A-Person Test. The Rorschach Inkblot Test is comprised of 10 inkblot
designs; five in black-and-white and five in full or partial color. The cards are
presented in a specified order, and the client is asked to report whatever he or
she sees in the blot (Weiner & Stewart, 1984). The results may be interpreted
through the assessor’s clinical judgment or may be scored according to one of
several standardized systems before interpretation is made.

The TAT and the CAT are projective tests made up of a number of pictorial
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scenes (the TAT has people in the scenes, whereas the CAT has animals), and
the client is asked to construct a story about each. Here, too, responses may be
scored according to a standard system or may be interpreted by the individual
assessor. The Rotter Incomplete Sentences Blank is one of the most popular of
the completion techniques. The client is asked to complete a series of incomplete
sentences (Weiner & Stewart, 1984), such as “Most of the time I feel . . .”” The
Draw-A-Man Test and the Draw-A-Person Test are known as expressive tech-
niques. The client is asked to draw a picture of a person on a blank sheet of
paper. In all of these techniques, by analyzing responses to these ambiguous
stimuli, the clinician is said to be able to learn about the client’s underlying
motivations, conflicts, needs, or other personality dynamics (Weiner & Stewart,
1984)

Strengths

Because of the weaknesses presented below, the use of projective tech-
niques cannot be recommended strongly for use in diagnosis of or treatment
evaluation in childhood psychopathology. However, Korchin and Schuldberg
(1981) recommended that test responses may be used as samples of behavior
rather than signs of inner processes. Also, Anastasi (1982) noted that projectives
may serve the function of “breaking the ice” in initial meetings to build rapport.
Finally, O'Leary and Johnson (1979) observed that using projective tests

May give the very young child an easy means of communicating with the examiner and
give the examiner some idea of how age-appropriate the child is with regard to specific
fantasies and the ability to meet and relate to a strange adult. Still, one cannot conclude
from a child’s responses to projective material that the kinds of events that go on in
his/her fantasies necessarily go on in his/her real world. (p. 239)

Weaknesses

There are many weaknesses in the use of projective techniques (Mischel,
1968). Anastasi (1982) noted that projective tests are inadequately standardized
with respect to both administration and scoring, and that there is a serious lack
of objectivity in scoring. She noted that

perhaps the most disturbing implication is that the interpretation of scores is often as
projective for the examiner as the test stimuli are for the examinee. In other words, the
final interpretation of projective test responses may reveal more about the theoretical
orientation, favorite hypotheses, and personality idiosyncrasies of the examiner than it
does about the examinee’s personality dynamics. (p. 582)

Also, normative data are either completely lacking, are grossly inadequate,
or are based on vaguely described populations. Several forms of reliability have
been quite poor and “the large majority of published validation studies on
projective techniques are inconclusive because of procedural deficiencies in ei-
ther experimental controls or statistical analysis, or both” (Anastasi, 1982, p.
585).
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To summarize with the words of experts in the field,

besides their questionable theoretical rationale, projective techniques are clearly found
wanting when evaluated in accordance with test standards. This [conclusion] is evident
from the data summarized . . . with regard to standardization of administration and
scoring procedures, adequacy of norms, reliability, and validity. The accumulation of
published studies that have “failed” to demonstrate any validity for such projective
techniques as the Rorschach and the D-A-P is truly impressive. (Anastasi, 1982, p. 589)

And finally, “the data are simply not compelling enough to suggest that projec-
tive methods be used for clinical purposes” (O’Leary & Johnson, 1979, p. 218).

CONCLUSIONS

This chapter was designed to assess critically the use of standardized tests
to diagnose childhood psychopathology and to evaluate treatment. Intelligence
tests, achievement tests, special abilities tests, and projective personality tests
were described, with special reference made to particular strengths and weak-
nesses of each as related to the specific goals of the book.

Intelligence tests are necessary in the diagnosis of mental retardation,
whereas achievement tests and ability tests are useful in the diagnosis of specific
developmental disorders (i.e., according to the diagnostic criteria specified by
DSM-III). These two diagnoses (i.e., mental retardation and specific develop-
mental disorders) required standardized testing as part of the diagnostic criteria.
No other diagnoses have such a requirement.

Specification was made about how intelligence, achievement, and ability
tests could be used in the evaluation of treatment. However, the specification of
problem behaviors and their controlling variables would probably be more
useful in the evaluation of the treatment or the educational program that has
been designed for the individual child.

It was pointed out that projective tests are lacking in both psychometric
rigor and a theoretical rationale to be used in clinical work. Therefore, they are
not recommended as tools to be used in the diagnosis or treatment evaluation of
childhood psychopathology.
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5 Questionnaires and Checklists

STEVEN BECK

Assessment instruments that are completed by adults in reference to a child’s
behavior can be used by clinicians to assess children’s behavioral problems and
psychological characteristics. Surveys of clinicians from different therapeutic
orientations indicate that rating scales and checklists are helpful in their clinical
practice (Piotrowski & Keller, 1984; Wade & Baker, 1977). Yet, in a survey of
child clinical and school psychologists’ assessment methods for children with
hyperactive characteristics, interviews, behavioral observations, standardized
IQ tests, and drawing tasks were preferred over checklists (Rosenberg & Beck,
1986). As discussed throughout this book, one assessment method should not
be considered superior and used independently of other assessment strategies.
Yet, given the attractive features of checklists, it is surprising that these instru-
ments are not used more extensively by clinicians. Checklists have also often
been ignored in previous discussions of child behavior assessment (Wilson &
Prentice-Dunn, 1981).

Rating scales or checklists completed by adults assessing a child’s behavior
are practical, given that adults serve as the initial primary informant, as children
rarely seek or initiate treatment on their own. Parents or other authorized
adults, such as teachers, are typically better able than the child to articulate their
perceptions of the child’s problems. Besides, a parent’s or teacher’s perceptions
of the problems are critical for the clinician because they may have a profound
effect on the child’s behavior and may affect the manner in which the adult
interacts with the child (Achenbach & Edelbrock, 1978). Checklists completed by
an adult are usually easy to administer, can encompass a wide range of items
quickly, and refer to global child characteristics (e.g., “My child is crabby most
of the time”) or focus on specific behaviors (e.g., “My child wiggles while
watching TV”).

One explanation of why checklists are not used extensively by clinicians is
that these instruments are perceived as providing information that is too global
(Mash & Terdal, 1981). Professionals prefer other assessment instruments, nota-
bly interviews and observations that allow for flexibility and rely more on subjec-
tive impressions to identify specific child behavior problems (Rosenberg & Beck,
1986). Yet, regardless of the methods used to assess a particular child, the
assessment process can be conceptualized as a funnel, first identifying broad
areas of concern (e.g., ““The child is aggressive with peers”), and then narrow-
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ing questions and hypotheses concerning the antecedents and consequences of
identified problems (e.g., “What seems to provoke the child to become verbally
or physically aggressive with neighborhood children?”’) (Cone & Hawkins,
1977). Checklists are ideal for quickly identifying broad areas of problem behav-
ior and can ensure that significant areas not covered in an interview or other
assessment formats will not be excluded. Another advantage of checklists is that
they provide quantifiable as compared to subjective or narrative types of infor-
mation.

Before discussing specific checklists, it is important to recognize that good
assessment instruments must be reliable and accurate, characteristics that are
usually referred to as the psychometric properties of an instrument. One type of
reliability is the degree to which an instrument is consistent or stable over
repeated testing (test-retest reliability). Another form of reliability addresses
how consistently the components of an instrument measure the same construct
(internal consistency). Simply put, if an instrument is to be clinically useful, it
must be consistent; otherwise, changes in a score over time may reflect fluctua-
tions in the instrument and not in the child’s behavior.

Accuracy, commonly called validity, refers to the ability of a rating scale to
measure what it intends to measure. O’Leary and Johnson (1979) stated that four
types of validity should be demonstrated in good assessment instruments. First,
an instrument should demonstrate predictive validity (sometimes called criteri-
on-related validity), which reflects the degree to which scores on an instrument
accurately predict future performance on some relevant outcome or criterion
measure. For example, a checklist would have good predictive validity if high
scores on a conduct problem scale in elementary school correlated with later
adjustment problems, such as delinquent behavior in junior high school. The
second type of validity, concurrent validity, is the relationship between scores
on an instrument and those on another relevant measure obtained at approx-
imately the same time. For example, a checklist would have good concurrent
validity if ratings of a child’s behavior by a parent coincided with a teacher’s
rating of the child in the classroom. The third type of validity is content validity,
which has to do with how well items on the instrument adequately measure
what the investigator intends to measure. For example, do the items measure
the domain of interest? Content validity is often confused with face validity
(Sattler, 1982). Face validity refers to what the instrument appears to measure,
whereas content validity refers to whether the instrument actually measures what
it intends to measure. The fourth kind of validity, and the most elusive, is called
construct validity, which is the extent to which an instrument measures a the-
oretical construct or trait (e.g., conduct disorder). Construct validity is estab-
lished by correlating test scores derived from a particular scale or instrument
with those on other tests designed to measure the same construct.

Reliability and validity are obtained by correlational analysis. Consequently,
reliabilities and validities can range from .00 (no reliability or validity) to 1.00
(perfect reliability and validity). Scores vary considerably depending on what
type of reliability or validity is being measured, although a general rule is that
correlations between .30 and .50 are considered moderately low, correlations
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between .50 and .70 are considered moderately high, and correlations above .70
are viewed as very good.

Finally, the provision of normative data is an important feature for a check-
list (Ciminero & Drabman, 1977). Ideally, normative data should include large
groups of children that are representative of clinical and nonclinical populations.
Also, the norm groups should match as closely as possible on important charac-
teristics such as age, sex, grade level, race, and socioeconomic class. The larger
the number of subjects in the norm group (at least 100 subjects for each age or
grade level), the more stable and representative the sample. Without normative
references, raw scores from an instrument for a given child are virtually mean-
ingless unless comparisons can be made to raw scores collected from a represen-
tative sample of similar children.

The purpose of this chapter is to familiarize the reader with several diverse
rating scales and checklists that are frequently used to screen children from
infancy to adolescence. For the purposes of this chapter and to clarify potentially
confusing terminology, all of the instruments discussed in this section will be
referred to as checklists. The common function of these checklists is that they are
completed by an adult in reference to a child’s behavior or characteristics. Chil-
dren’s self-report measures will be briefly discussed at the conclusion of the
chapter.

CHECKLISTS

Personality Inventory for Children

The Personality Inventory for Children (PIC) is a 600-item true-false ques-
tionnaire designed to assess childhood psychopathology. The inventory is com-
pleted by an adult informant (usually the mother) who is well acquainted with
the target child. The PIC is probably one of the better developed and respected
rating scales for assessing behaviorally and emotionally disturbed children and
adolescents. The most recent PIC was published in 1977 (Wirt, Lachar, Kline-
dinst, & Seat, 1977) and was developed at the University of Minnesota. Not
surprisingly, the original authors used the general methodological approach
employed by Hathaway and McKinley (1951) in developing the Minnesota Mul-
tiphasic Personality Inventory (MMPI). Consequently, the PIC is often referred
to as the childhood equivalent of the MMPI (Barkley, 1981). Separate norms and
profiles are available for males and females for ages 3-5 and 6-16. A manual
providing t-score conversions similar to those for the MMPI, as well as in-
terpretations of the profiles is published by Western Psychological Services (Wirt
et al., 1977).

The decisions about which possible dimensions of personality to assess and
what specific items to include in the PIC were based on an empirical and a
rational-content strategy. The empirical approach involves discriminating re-
sponses from “normal” children and adolescents compared to responses from
“abnormal” groups. Two validity scales, the F and Defensiveness Scale, and five
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clinical scales (Achievement, Intellectual Screening, Delinquency, Psychosis,
and Hyperactivity) were derived by means of an empirical construction strategy.
The remaining scales were constructed from clinicians’ judgments of what con-
tent items are clinically relevant. One validity scale and seven clinical scales
(Development, Somatic Concern, Depression, Family Relations, Withdrawal,
Anxiety, and Social Skills) were developed by means of the rational-content
strategy. Generally speaking, the rational-content scales are useful in conveying
information about specific areas of parental concern, and the empirical scales aid
professionals in identifying clinical syndromes.

The original norms for the PIC were collected from a large sample (N =
2,390) of mostly Minneapolis Public School children and were administered to
an equal number of boys and girls at each age level from 5% to 16%. Several
hundred additional cases were collected for 2%2- to 5'%-year old children. The
normative sample had a good distribution of economic, social, and educational
backgrounds at each of the children’s age levels. A number of reliability and
validity studies have been conducted by Wirt and his colleagues. Test-retest
reliability in a clinical sample has been shown to be extremely stable, achieving a
mean correlation of .89, with only one scale, Somatic Concerns, obtaining a test—
retest correlation below .80 over an average of 15 days (Wirt & Lachar, 1981).
The PIC manual documents good differentiation of clinical groups from the
normative sample for the scales Adjustment, Intellectual, Screening, Delinquen-
cy, Psychosis, and Hyperactivity. Gdowski (1977) reported that the 12 clinical
scales, with the exception of Somatic Concerns, were able to differentiate groups
of emotionally and behaviorally disturbed children and adolescents.

Lachar, Gdowski, and Snyder (1982) recently examined over 1,200 behav-
iorally disturbed children and adolescents and derived four broad-based scales
from factor analysis of 313 inventory items comparing the 12 consecutive clinical
profile scales (Achievement through Social Skills). The newly formed scales are
called Underdisciplined/Poor Self-Control, Social Incompetence, Internaliza-
tion/Somatic Concerns, and Cognitive Development. These scales demonstrated
good internal consistency ranging from .81 to .92, and test-retest reliability co-
efficients across three samples of children and adolescents were .82 to .92.
These four scales demonstrated good discriminant abilities by successfully dis-
tinguishing on the four factor scales samples of delinquent, hyperactive, cerebral
dysfunction, somaticizing, mentally retarded, and psychotic children. In an
effort to expand the predictive validity of the four broad-based factors and 16
profile scales, Lacher, Gdowski, and Snyder (1984) examined 691 children and
293 adolescents referred to a psychological clinic. An empirically derived scale of
problem behaviors (Lachar & Gdowski, 1979) was completed by the child’s
closest relative at home, by school personnel, and finally by a psychiatric resi-
dent or psychology intern. The results provide evidence of convergent and
discriminant validity for both the broad-band factor scales and the more narrow-
band scales.

The PIC appears to be a promising inventory for identifying empirically
derived, reliable, and externally validated measures of psychopathology. In the
revised PIC administration booklet, scores from the four broad-band factor
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scales can be derived from the first 131 inventory items (Lachar, 1982). Lachar et
al. (1984) suggested that clinicians interested in giving the PIC as a screening
measure administer the first 131 items that assess broad dimensions of psycho-
pathology, and if any factor scale is significantly elevated, the respondent may
then complete the additional items to obtain the standardized profile scales and
critical items.

The PIC, like any other inventory, is not without disadvantages. The use of
the entire 600 items reults in an extremely long scale and may take an informant
well over an hour to complete. PIC items were written to be understood by
parents with reading ability purportedly at or above fifth-grade level (Wirt &
Lachar, 1981). However, recent readability analysis found that a more conser-
vative estimate is that a mid-sixth-grade reading level is required to answer PIC
items (Barad & Hughes, 1984). This fact may exclude some parents from com-
pleting the inventory, particularly parents with less education. Finally, as with
most checklists, the PIC fails to assess situational variables that are important in
deriving treatment plans for behaviorally disordered children and adolescents
and their parents.

Child Behavior Checklist

The Child Behavior Checklist (CBCL) (Achenbach, 1966, 1978; Achenbach &
Edelbrock, 1979, 1983) records in a standardized format the behavioral problems
and competencies of children aged 4-16, as reported by a child’s parents or
others who know the child well. The CBCL is unique because it reflects adaptive
competencies as well as behavior problems and has separate norms for boys and
girls at ages 4-5, 6-11, and 12-16. These age ranges were chosen because the
authors believe that children make important transitions in cognitive, physical,
educational, and/or social-emotional development during these age periods
(Achenbach & Edelbrock, 1983). The CBCL contains 118 behaviors and uses a
weighted scoring with a three-step response (e.g., ““not true,” “somewhat or
sometimes true,” and ““very often true”) for each item. Twenty items assess the
child’s social competency. The CBCL takes approximately 17 minutes to com-
plete, although some parents can complete the checklist in 10 minutes. The
CBCL puportedly requires a fifth-grade reading level.

Data obtained from the checklist are entered on the Child Behavior Profile,
which displays the items reported by parents, as well as the child’s standing on
narrow and broad syndromes. The scales on the Child Behavior Profile were
constructed from analysis of parent’s ratings of 2,300 clinic-referred children
from various public and private mental health centers and 1,300 nonreferred
children from randomly selected homes in the Washington, D.C., area. The
racial composition of the clinic and nonclinic children averaged 80% white, 18%
black, and approximately 2% other. The informants provided adequate repre-
sentation of lower-, middle-, and upper-socioeconomic-status (SES) categories
according to Hollingshead’s scale (1957) for parents’ occupations.

The CBCL was originally constructed by Achenbach in 1966 from a survey
of existing literature and case histories of 1,000 child psychiatric patients (Achen-
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bach, 1966). Items have been further refined and now provide broad coverage of
behavior problems that can be rated with a minimum of inference. Standardiza-
tion of scores from the CBCL for the Child Behavior Profile for boys aged 6-11
were reported in 1978 (Achenbach, 1978), followed by the construction of norms
for boys aged 12-16 and girls aged 6-11 and 12-16 in 1979 (Achenbach &
Edelbrock, 1979). More recently, Achenbach and Edelbrock (1983) reported stan-
dardization for boys and girls aged 4-5.

Achenbach and Edelbrock are two well-known researchers who have been
involved in classifying child psychopathology based on empirical approaches
(Achenbach & Edelbrock, 1978). In fact, it was the lack of a satisfactory tax-
onomy of childhood disorders that prompted these investigators to further de-
velop the CBCL and the Child Behavior Profile.

Based on factor analyses, data from the Child Behavior Profile for each sex
and age range show that the behavior problem scales can be divided into two
broad-band groupings, labeled externalizing and internalizing, and several nar-
row-band syndromes of behavioral problems for each sex and age groupings.
Narrow-band syndromes identified from the CBCL are found in Table 1. As
noted by Achenbach and Edelbrock (1983), the names selected for the behavioral
scales are somewhat arbitrary and subject to criticism, but categorical labels are
unavoidable and are necessary for communication among professionals. How-
ever, no scale is directly equivalent to any clinical diagnosis and should not be
used for conferring a diagnostic label, even though some scales are similar to
traditional diagnostic categories.

The CBCL social competence items consist of an Activities scale that as-
sesses the extent of the child’s participation in sports, nonsports hobbies, ac-
tivities and games, and jobs and chores. The Social scale consists of scores for
the child’s membership and participation in organizations, the number of
friends and contacts with them, and behavior with others and alone. The final
competence scale, the School scale, consists of the child’s average performance
in academic subjects, placement in a regular or a special class, being promoted
regularly or held back, and the presence or absence of school problems. Al-
though normed separately for each of the age groups, the Activities and Social
scales are scored in the same way for all groups. The School scale is scored only
for children of school age.

To facilitate comparisons of how a child’s problems and competencies com-
pare with those of children of similar age and sex, raw scores are converted to T-
scores for each narrow-band syndrome and can be plotted on the Child Behavior
Profile. The T-scores of the Child Behavior Profile are based on the percentile of
the distribution of raw scores. This procedure makes it easy for clinicians to
compare a child’s score on each scale with scores obtained by the normative
sample. In addition, T-scores have a mean of 50 and a standard deviation of 10,
and these normalized scores are provided on the Child Behavior Profile for
statistical and research purposes. The Profile approach allows for a multidimen-
sional analysis of a child’s particular problems and competencies and preserves
more information than does classification into mutually exclusive categories.
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TasLE 1. Behavior Problem Scales Identified on the Child Behavior Checklist
Internalizing Externalizing
Group syndromes Mixed syndromes syndromes
Boys aged 4-5 Depressed Sex problems Aggressive
Immature Delinquent
Social withdrawal Schizoid
Somatic complaints
Girls aged 4-5 Depressed Obese Aggressive
Schizoid or anxious Hyperactive

Social withdrawal
Somatic complaints

Sex problems

Boys aged 6-11 Depressed Social withdrawal Aggressive
Obsessive-compulsive Hyperactive
Schizoid or anxious Delinquent
Somatic complaints
Uncommunicative

Girls aged 6-11 Depressed Aggressive
Schizoid-obsessive Cruel
Social withdrawal Delinquent
Somatic complaints Hyperactive

Sex problems

Boys aged 12-16 Immature Hostile withdrawal Aggressive
Obsessive-compulsive Delinquent
Schizoid Hyperactive
Somatic complaints
Uncommunicative

Girls aged 12-16 Anxious-obsessive Hyperactive Aggressive
Depressed withdrawal Immature Cruel
Schizoid Delinquent

Somatic complaints

The test—retest reliability of scale scores for each sex and age group at one-
week intervals is very good. Correlations range from .62 for the Depressed scale
for boys aged 4-5 to .97 for the Delinquent scale for boys aged 12-16 at one-
week intervals. The median r is .89 for all scales for a one-week test-retest
reliability. Test-retest correlations for children in inpatient settings over a 3-
month period average .74 for parent’s ratings and .73 for child-care workers’
ratings of behavioral problems. Test-retest correlations for outpatients’ scores
over a 6-month period were in the .60s for both behavior problems and compe-
tence scores. Interestingly, moderately high (.66) agreements between mothers’
and fathers’ scale scores have been reported. Achenbach and Edelbrock (1983)
suggested that, as scores obtained from respective parents do not differ much on
the average, major disagreements found between ratings by the mother and the
father of a child are likely to be clinically important and should be further
explored. Content, criterion-related, and construct validity studies have been
conducted on the CBCL and the Child Behavior Profile and are favorable. Com-
parisons of clinical and nonclinical samples generally show differences on all
social competence and behavior problem scores for each sex and age grouping.
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Teacher’s Report Form

Edelbrock and Achenbach (1984) also developed a teacher version of the
Child Behavior Profile for boys aged 6-11. They argued that, although parents’
perceptions of their children are obviously important, teachers are usually the
second most important adults in children’s lives and provide several unique
perspectives on children’s functioning. Next to parents, teachers have more
contacts with school-aged children than most other adults. Teachers also ob-
serve and interact with children in a somewhat standardized social environment
that allows direct comparisons among children of the same developmental level.
Similarly, teachers are in an excellent position to observe children’s social skills
and peer relationships. Finally, teachers have the opportunity to observe chil-
dren’s responses to tasks that require sustained attention, persistence, and
organization.

The teacher profile is scored from the Teacher’s Report Form (TRF), a behav-
ior checklist similar to the parent’s CBCL, designed to obtain teachers’ reports of
children’s problem behaviors, school performance, and adaptive functioning.
The Behavior Problem Scales of the Teacher Profile were derived by factor-
analyzing TRFs filled out by teachers of 450 boys referred to various mental
health facilities throughout the country. Norms for the Teacher Profile were
computed from TRFs of 300 nonreferred boys, 50 at each age from 6 to 11. The
TREF is similar in some ways to the parent version of the CBCL. The TRF includes
118 specific behavior problems and is scored on the same three-step response
(“not true,” “somewhat or somtimes true,” and “very often true”). Teachers
rate current performance on academic subjects on a 5-point scale ranging from 1
(“far below grade”) to 5 (““far above grade”). The TRF also includes four ques-
tions regarding adaptive behavioral functioning that are rated on 7-point scales
ranging from 1 (“much less”) to 7 (“much more”). The exact wording is as
follows: “Compared to typical pupils of the same age: How hard is this child
working? How appropriately is the child behaving? How much is the child
learning? How happy is the child?”” Spaces are also provided for reporting recent
achievement test scores and results of IQ, readiness, or aptitude tests, as well as
for the teacher’'s comments about the pupil’s work, behavior, and potential. The
entire form can be filled out by most teachers in 15 minutes.

Factor analysis of the TRFs completed on the 450 clinically referred boys
yielded eight behavior problem syndromes labeled Anxious, Social Withdrawal,
Unpopular, Self-Destructive, Obsessive-Compulsive, Inattentive, Nervous-
Overactive, and Aggressive. The first two syndromes form the second-order
factor Internalizing, and the last three syndromes formed an Externalizing sec-
ond-order factor. Compared to the 300 nonreferred boys, clinic-referred boys
scored significantly higher on all Behavior Problem Scales and significantly
lower on teacher-reported school performance and adaptive functioning. One-
week test-retest reliability averaged .89 for the behavior problems scales, and 2-
month and 4-month test-retest reliabilities averaged .77 and .74, respectively.

The CBCL is already widely respected and is likely to become the checklist
with which other similar instruments are compared, given its emphasis on the
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empirical classification of behavioral problems, its large clinical and nonclinical
norms broken down by sex at three different age groups, and the attention given
to children’s social competencies. The CBCL is likely to become a standard
assessment instrument in child clinical settings (McMahon, 1984). A manual
providing detailed information about the CBCL, the revised Child Behavior
Profile, and related material can be obtained by writing to Thomas Achenbach,
Department of Psychiatry, University of Vermont, South Prospect Street, Bur-
lington, Vermont 05401.

Revised Behavior Problem Checklist

Perhaps the most extensively used checklist in clinical research has been the
Behavior Problem Checklist developed by Herbert Quay and Donald Peterson in
1967. The original checklist has been used in more than 100 published studies in
educational, mental health, pediatric, and correctional settings. In 1983, the
checklist was revised (Quay & Peterson, 1983), although the basic characteristics
of the Revised Behavior Problem Checklist (RBPC) are very similar to those of
the original Behavior Problem Checklist, as the primary intention of the revision
was to improve the psychometric properties of the instrument. The items on the
RBPC are generally clearly written and require minimal inference, and the
checklist includes only items that are typically representative of clinical samples,
so that items pertaining to enuresis, thumb sucking, or such somatic complaints
as headaches and stomachaches are not included.

The RBPC contains 89 items and uses a weighted scoring with a three-step
response for each item (““does not constitute a problem,” “constitutes a mild
problem,” and “constitutes a severe problem”). Factor analysis of the RBPC
revealed four major subscales (Conduct Disorder, Socialized Aggression, Atten-
tion Problem-Immaturity, and Anxiety-Withdrawal) and two minor scales (Psy-
chotic Behavior and Motor Excess). The RBPC is applicable to children as young
as 5 years old and has been used with young adults in their early 20s. Currently,
normative data are available from teacher ratings for only 65 males and 81
females from Grades 9 thru 12. There are also preliminary data available for
mothers’ ratings of 248 normal children, ages 5-16 (Quay & Peterson, 1984).
These data, however, constitute samples of convenience and do not represent
truly random normal children and adolescents.

Data for the factor analysis were obtained from four separate samples repre-
senting a broad range of clinical problems. In total, 760 children and adolescents
representing an array of clinical problems have been rated on the RBPC. The
sample is not uniformly distributed, as males are overrepresented and upper-
socioeconomic-status families are underrepresented. These clinical samples do
show that the basic properties of the original Behavior Problem Checklist have
been preserved. Based on the interim manual published by Quay and Peterson
(1983), the Conduct Disorder subscale represents the dimension of aggressive,
noncompliant, quarrelsome, interpersonally alienated, acting-out behavior. So-
cialized Aggression represents a dimension of acting-out, externalizing behav-
ior, although this subscale represents a more socialized form of delinquency,
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such as whether the child or adolescent is susceptible to peer influence and is
capable of forming strong bonds with peers.

The Attention Problem-Immaturity scale reflects problems in concentration,
perseverance, impulsivity, and direction following, which lead to difficulties at
both home and school. This scale seems to be measuring characteristics of what
is now called an “attention deficit disorder”” in the DSM-III (American Psychi-
atric Association, 1980). Anxiety-Withdrawal represents the internalizing di-
mension of anxiety, depression, fear of failure, social inferiority, and self-con-
cern. This dimension appears to reflect subject distress. The Psychotic Behavior
scale is comprised both of items that are clearly related to overt psychosis, such
as delusions, and of items related to language dysfunctions, such as “parroting”
other speech. Quay and Peterson noted that this scale should be interpreted
with caution, and that high scores represent a need for further assessment. The
Motor Excess subscale involves both gross motor behaviors (““always on the go”’)
and motoric tension (““nervous, jittery, easily startled””). Quay and Peterson
noted that the presence of these characteristics does not necessarily imply the
presence of clinical problems, as children and adolescents who are rambunctious
or very active may have high scores on this subscale.

Preliminary reports of the internal consistency of and interrater agreement
on the RBPC are fair to good. Test—retest reliability of 141 children rated by their
teachers in Grades 1-6 at a 2-month interval were .63 for Conduct Disorder, .49
for Socialized Aggression, .83 for Attention Problem-Immaturity, .79 for Anx-
iety-Withdrawal, .61 for Psychotic Behavior, and .68 for Motor Excess. These
coefficients may be slightly lower than those obtained with parent ratings on the
previously discussed Child Behavior Checklist, as the RBPC represents teacher
ratings on classroom behavior over two months that may have involved some
“settling in” on the part of the children and an increasing tolerance by teachers
of deviancy. The RBPC has demonstrated discriminant validity between 99
clinic-referred and over 600 non-clinic-referred 6- to 12-year-old children. For
both boys and girls, differences between the two samples on the subscales are
statistically significant. For boys, the RBPC correctly classified 80% of all the
cases as belonging to either the clinical or the normal group.

The RPBC is new, and validation of this instrument will be an ongoing
endeavor. At the time of this writing, large representative samples of parents’ or
teachers’ ratings of both clinical and normal male and female children and ado-
lescents at each grade level were not available. T scores for normal and clinical
cases by sex and age were also not available. The RBPC also contains 12 items
that do not reflect part of the six subscales and are currently not scored, but that
have been retained for additional research that is now under way to extend the
RBPC downward to age 2. Given the present development of the RBPC, Quay
and Peterson suggested that an obtained score of at least two standard devia-
tions higher than the mean for each subscale is to be clinically meaningful.
However, until more representative samples of clinic- and non-clinic-referred
children and adolescents are available, the RBPC should probably not be used
for screening or classifying children and adolescents, although this instrument
can be used for measuring behavior change over time or change associated with
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psychological interventions. A kit that includes the Interim Manual, the 1984
appendix, copies of the RBPC, and a scoring stencil can be obtained from Her-
bert C. Quay, Ph.D., Box 248074, University of Miami, Coral Gables, Florida
33124.

The Devereux Scales

The Devereux Foundation, which administers residential and day treatment
centers for emotionally disturbed and mentally retarded children and adoles-
cents, publishes three rating scales, the Devereux Child Behavior Rating Scale
(DCB), the Devereux Adolescent Behavior Rating Scale (DAB), and the De-
vereux Elementary School Behavior Rating Scale II (DESB-II).

Devereux Child Behavior Rating Scale

The DCB is a 97-item questionnaire that the instructions state can be filled
out by any individual who has lived with the targeted child for a short period of
time. The DCB was designed to be used with children between the ages of 6 and
12, although most of the research data have been collected with children be-
tween the ages of 8 and 12. All three Devereux scales have a profile on the last
page of their respective forms that can be detached to become part of the identi-
fied child’s or adolescent’s record. The profile on all three scales allows the rated
child or adolescent to be compared to a normal and clinical group. The profile
shows the range of raw scores from plus to minus one standard deviation from
the mean score for a clinical and normal group for each behavior factor. Thus,
the rater can visually graph and compare the child’s or adolescent’s score to that
of a normal or clinical group.

The DCB differs from other behavioral rating scales in that the DCB is
divided into six sections that have the rater evaluate the child using different
criteria in each section. For example, Items 1 to 45 rate overt behaviors and give a
weighted score from 5 (“very frequently”’) to 1 (“never occurs”), and the instruc-
tions ask, “Compared to normal children, how often does the child . . . ?”. This
question raises problems because the scale assumes that the rater has knowledge
of the targeted child compared to “normal” children on such items as ““Seeks out
adults for attention” or “expresses anger.” Each section uses different weights.
For example, one section, which asks the rater to score a child on “Compared to
normal children his age, to what degree is the child . . . ?”, is weighted from 8
(“extremely”), 7 (“markedly”), 6(“distinctly”’), 5 (“quite a bit”), 4 (“moder-
ately”), 3 (““a little”’), 2 (“very slightly”’), and 1 (“not at all”’). The scale assumes
that raters can make such fine discriminations using a reference group of “nor-
mal” children. The DCB was published in 1966 (Spivack & Spotts, 1966) and
does not provide the objectivity and minimal inference found in the more recent
rating scales. The DCB instructions to raters show its age by instructing raters to
avoid interpretations of the child’s “unconscious” motives and feelings and to
answer each item ‘“quickly,” assuming that items rated quickly are more valid
than those given reflective thought.
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TABLE 2. Scales Identified on the Three Devereux Rating Scales
DCB factors# DAB factors? DESB-II factorsc
Distractability Unethical Work Organization
Poor Self-Care Defiant/Resistive Creative
Initiative/Involvement

Pathological Use of Senses
Emotional Detachment
Social Isolation
Poor Coordination and Body
Tones
Incontinence
Messiness, Sloppiness
Inadequate Need for
Independence
Unresponsive to Stimulation
Proneness to Emotional Upset
Need for Adult Contact
Anxious-Fearful Ideation
“Impulse” Ideation
Inability to Delay

Social Aggression

Unethical Behavior

Domineering Sadistic
Heterosexual Interest
Hyperactivity Expansive
Poor Emotional Control

Needs Approval Dependency
Emotional Distance
Physical Inferiority Timidity

Schizoid Withdrawal

Bizarre Speech and Cognition
Bizarre Action

Inability to Delay

Paranoid Thinking

Anxious Self-Blame

Positive toward Teacher
Need for Direction in Work
Socially Withdrawn

Failure Anxiety

Impatience
Irrelevant Thinking/Talk
Blaming

Negative/ Aggression

Perseverance

Peer Cooperation

Confusion

Inattentive

Achievement Compared to
Average Child

Achievement Compared to
Ownself

“DCB = Devereux Child Behavior Rating Scale
DAB = Devereux Adolescent Behavior Rating Scale
¢DESB-II = Devereux Elementary School Behavior Rating Scale II

The DCB identifies 17 behavior factors that are listed in Table 2. These

factors have been derived from a combination of factor-analysis procedures and
clinical judgment. Normative data are available from three samples of children:
348 normal children from public schools, 252 clinical children from four residen-
tial treatment centers, and 100 developmentally delayed children from the same
residential centers. The normative groups are not a truly representative sample
of clinical and normal children and appear to be more of a sample of conve-
nience, primarily children from the Devereux residential centers. In addition,
the age levels and sex differences are not equally represented in the normative
samples.

One-week, one-month, and six-month test-retest reliabilities of the DCB on
all 17 behavior factors for children in a residential treatment center were .90, .85,
and .60, respectively, all within the acceptable range. If one analyzes each be-
havior factor individually, the DCB shows moderate discriminative validity on
only 5 of the 17 scales: Distractability, Emotional Detachment, Incontinence,
Anxious-Fearful Ideation, and Inability to Delay differentiate the emotionally
disturbed children from the mentally retarded children. The DCB appears to
better discriminate the emotionally disturbed children from the normal sample,
as 9 of the 17 behavior factors differentiate these two groups, whereas only 6
behavior factors differentiate the retarded children from the normal group.
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Devereux Adolescent Behavior Rating Scale

The Devereux Adolescent Behavior Rating Scale (DAB) is an 84-item check-
list that was designed to describe problem behaviors of adolescents between 13
and 18 years of age (Spivack, Haimes, & Spotts, 1967). Similar to the DCB, the
DAB is broken into two sections and uses ratings requiring fine discrimination
from 8 (“extremely’’) to 1 (“not at all”’) for one section. The rater is also asked to
assess the targeted adolescent compared to “normal” adolescents on the first 57
items. Table 2 lists the 15 factors identified in the DAB. Normative data for the
DAB appear to be more comprehensive than those reported for the DCB, as the
DAB provides clinical norms for 407 institutionalized adolescents and breaks
down this sample into nine diagnostic groups. However, as these norms were
published in 1967, some of the diagnostic terms are outdated and are no longer
commonly used. Norms are also provided for 141 mentally retarded adolescents
and for two normal groups: 92 children living in a residential setting and 305
children living at home.

One-week test—retest reliability of the DAB for 189 adolescents in a residen-
tial treatment center shows a median correlation of .82, with a range of .53 for
Hyperactivity Expansive to .91 for Schizoid Withdrawal. Calculation of rater
agreement on the same adolescents by two independent raters resulted in a
median score of .90 for normal adolescents and .81 for emotionally disturbed
adolescents. For each of the nine diagnostic groups, the DAB averages six be-
havior factors that statistically differentiate the clinical groups from the two
normal groups. Surprisingly, the mean scores of the mentally retarded group of
adolescents are not statistically different from those of the two normal groups on
any of the 15 behavior scales, a finding suggesting that the DAB has rather poor
discriminative abilities or is not tapping problems associated with mental
retardation.

Devereux Elementary School Behavior Rating Scale I1

The Devereux Elementary School Behavior Rating Scale II (DESB-II) is a
checklist pertaining to classroom behaviors that is to be completed by a teacher
who is familiar with the targeted child. In 1967, the original DESB was anchored
to achievement-related classroom behavior. The DESB-II was revised in 1982 and
is designed to be used with children in kindergarten through sixth grade (Swift,
1982). Similarly to the DCB and DAB, the 52-item rating scale can be criticized
because instructions ask the teacher to compare the targeted child to the “aver-
age’’ child in a normal classroom situation and uses different weighted scores in
different sections of the scale. The DESB-II identifies 10 behavior factors, 4
behavior clusters, and 2 estimations of overall achievement, labeled “achieving
compared to the average child” and “‘achieving considering the child’s own
ability” (see Table 2).

Normative data for the DESB-II have been collected from 72 teachers rating
708 children in 13 elementary schools in small city public schools. The normative
data show that the mean scores on all the factors are stable across grades. Data
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from 49 teachers rating 178 children in special-education classes in 21 schools
represent low-achieving children. The DESB-II does discriminate fairly well be-
tween children in the regular classroom and children in the special-education
classes on all of the factors except two: Creative Initiative/Involvement and
Positive toward Teacher. Correlations between factor scores and tests measuring
academic achievement, such as the California Achievement Test (CAT) and
teacher grades, are generally in the direction supporting the achievement rele-
vance of the factor scores. The DESB-II is a well-known and frequently used
checklist. As an example, school psychologists endorsed the DESB-II as the most
preferred checklist for assessing suspected hyperactive characteristics in elemen-
tary-age children (Rosenberg & Beck, 1986). Further information about these
three rating scales can be obtained by writing to the Department of Publication,
The Devereux Foundation, Devon, Pennsylvania 19333.

Louisville Behavior Checklist

The Louisville Behavior Checklist (LBC) is an inventory filled out by parents
that focuses on their child’s social and emotional behavior problems (Miller,
1967b). There are three different LBC checklists: Form E1 for children aged 4-6,
Form E2 for ages 7-12, and Form E3 for ages 13-17. All three checklists contain
164 items, and Forms E1 and E2 have almost identical items, whereas many of
the items in Form E3 differ from those in the other two checklists. Items are
written to be understood by persons who have at least a sixth-grade education;
consequently, some parents may not be able to complete the checklist, or items
will have to be read to them. Items on all three checklists are written to be
answered either true or false by the child’s parent. Perhaps the major criticism of
this otherwise sound inventory is that parents are forced to make binary deci-
sions, that is, to indicate if their child does or does not exhibit a certain behavior,
when, in fact, decisions regarding the frequency and intensity of certain behav-
iors often require qualifiers so that judgments can be placed along a Likert-type
scale.

Twenty scales have been constructed from Form El, and nineteen almost
identical scales comprise Form E2 (see Table 3). The first 11 scales were derived
using factor analysis, and the remaining 8 scales were derived from the clinical
literature on children. Thirteen scales have been constructed from Form E3, the
first nine of which are factor scales (Miller, 1980).

Templates are available for hand scoring the three forms. Once raw scores
have been obtained, standard scores can be found in conversion tables in the
LBC manual (Miller, 1981). The LBC was the first checklist for which standard
scores were developed. The LBC has very good male and female norms for
normal and clinical groups, although Form E3 now provides only clinical norms.
The LBC also has a profile form that allows for visual screening of a child’s
standard scores on all the scales.

General population norms for 287 children aged 4-6 are thoroughly de-
scribed in the LBC manual. Demographic characteristics of the standardization
sample compared to 1970 U.S. Census data are presented. These norms appear
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TaBLE 3. Scales Identified on the Louisville Behavior Checklist

Forms E1 and E2—Children

aged 4-6 and 7-12 Form E3—Adolescents aged 13-17
Infantile Aggression Egocentric-Exploitive
Hyperactivity Destructive-Assaultive
Antisocial Behavior Social Delinquency
Aggression Adolescent Turmoil
Social Withdrawal Apathetic Isolation
Sensitivity Neuroticism
Fear Dependent-Inhibited
Inhibition Academic Disability
Intellectual Deficit? Neurological or Psychotic Abnormality
Immaturity General Pathology
Cognitive Disability? Longitudinal Scale
Normal Irritability Severity Level
Rare Deviance Total Pathology

Neurotic Behavior

Psychotic Behavior

Somatic Behavior

Social Behavior

School Disturbance Predictor
Severity Level

“This is labeled Academic Disability on Form E2
bThis is labeled Learning Disability on Form E2

to be a representative sample of the general population, as the demographic
characteristics closely approximate the Census data. Family income and the
child’s intelligence are inversely related to deviant behavior, but the age and sex
of the child have little effect on the scale scores for 4- to 6-year-old children. Race
differences appeared on some of the scales, with blacks reporting more deviant
behaviors.

For Form E2, Miller, Hampe, Barrett, and Noble (1972) provided general
population norms for 226 children aged 7-12. Again, this sample is noteworthy,
as Miller and his colleagues allowed comparison of their sample to 1970 Census
data. Demographic information provided in the LBC manual includes race, sex,
religious affiliations, socioeconomic status, intelligence quotient, age, and
grade. Miller, et al. (1972) reported that age, sex, and race do not appear to
significantly affect LBC scores, whereas similarly to younger children, the child’s
intelligence and the parent’s socioeconomic level are inversely correlated with
deviant behaviors for children aged 7-12. As noted earlier, general population
norms are not available for the adolescent sample.

Clinical norms are provided in the manual for 134 children aged 3-6 years,
and their demographic characteristics are compared to those of a random popu-
lation of 271 non-clinic-referred same-age children. Clinical norms and relevant
demographic statistics are also presented for 348 children aged 7-12 who were
referred to psychiatric settings and to the psychological services of juvenile
detention centers. Demographic information is compared to 50 randomly se-
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lected 7- to 12-year-old children. The adolescent checklist has been normed
against 272 clinic-referred 13- to 17-year-olds who represent a wide range of
family income levels.

Split-half reliabilities of Forms E1 and E2 from diverse clinical and non-
clinical populations are acceptable. Split-half reliabilities for 4- to 6-year-old chil-
dren range from as low as .60 for Sexual Behaviors to as high as .97 for Rare
Deviance, with a mean split-half reliability of .84. Split-half reliabilities are as
low as .33 for 7- to 12-year-olds and as high as .90 for males and females on
Aggression, with a mean split-half reliability of .86 on all scales. Split-half reli-
abilities obtained in the adolescent clinical sample range from a low of .63 for
Neurological or Psychotic Abnormality to a high of .94 for Severity Level and
Total Pathology, with a mean split-half reliability of .83 on all scales. Three-
month test-retest reliabilities are .78 for boys and girls aged 7-12 (Miller,
Hampe, Barrett, & Noble, 1972) but are not reported for 4- to 6-year-olds or for
the adolescent clinical sample.

Four criterion-related studies of the LBC for children aged 6-12 have been
conducted. These studies indicate that, when children are referred to outpatient
treatment centers, the LBC clearly differentiates these children from the general
population. Studies also indicate that phobic, learning-disabled, and autistic
children have distinct LBC profiles (Hampe, 1975; Hampe, Miller, Noble, &
Barrett, 1972; Miller 1967a). Less extensive studies have been carried out with
the adolescent samples, but data based on 36 normal adolescents, 214 adoles-
cents seeking psychiatric treatment, and 112 delinquent adolescents show clear
differences on the LBC among the three groups. In general, findings from these
adolescent samples are similar to the criterion-related studies with younger
children that show that parents of children and adolescents referred to psychi-
atric or delinquent facilities endorse three times as many child problems as
parents in the general population.

Conners Parent Symptom Questionnaire

The Conners Parent Symptom Questionnaire (PSQ; Conners, 1970) and,
particularly, the Conners Teacher Rating Scale (TRS; Conners, 1969) have been
widely used for both research and clinical purposes. The survey conducted by
Rosenberg and Beck (1986) found that more than 40% of the child clinical psy-
chologists polled endorsed the TRS, followed closely by the PSQ, as the pre-
ferred checklists for assessing hyperactive characteristics in children. Similarly,
school psychologists rated the PSQ and the TRS as the second and third most
preferred checklist for assessing children’s hyperactive characteristics. Both
scales were developed to aid in the identification of children with hyperactive
characteristics and to evaluate the effectiveness of the treatment of behavior
problems among hyperactive children. However, both scales are recognized as
being able to identify other learning and behavior problems (Kupietz, Bialer, &
Winsberg, 1972).

The original PSQ consisted of 93 items, but an abbreviated 48-item scale is
available without loss of significant information (Goyette, Conners, & Ulrich,
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1978). Each item on the PSQ and the TRS is scored as 0 (“not at all”’), 1 (“just a
little””), 2 (“pretty much”), or 3 (“very much”). Goyette et al. (1978) reported
normative data on the PSQ for 529 boys and girls from 3 to 17 years of age
randomly selected from the greater Pittsburgh area. Factor analysis of the 48-
item PSQ yields the following scales: Conduct Problems, Learning Problems,
Psychosomatic Problems, Impulsivity-Hyperactivity, and Anxiety. Although the
child clinical literature generally suggests a low agreement among adults when
rating the same child, correlations between mothers’ and fathers’ ratings on the
PSQ were in moderate agreement and ranged from .46 on the Psychosomatic
factor to .57 on the Conduct Problem factor. Test-retest of the PSQ has not been
reported. The PSQ has been shown to discriminate between normal and hyper-
active children (Conners, 1970; Kupietz et al., 1972). However, Barkley (1981)
reported that the hyperactivity score and the total score on the PSQ correlate not
with objective measures of activity or attention, but with measures of child
noncompliance with parental commands.

Conners Teacher Rating Scale

In the same study reported by Goyette et al. (1978), 383 of the 529 children
were rated by teachers on the TRS. Three factors were identified from this
sample: a Conduct Problem factor, a Hyperactivity factor, and an Inattentive-
Passive factor. Normative data by parents and teachers alike show that the PSQ
and the TRS are related to children’s sex and age. Specifically, children’s scores
decline as they get older, and boys have higher factor scores than girls. In
particular, on the Hyperactivity factor, there is a strong sex effect, with boys
being rated as displaying more hyperactivity characteristics than girls. Not sur-
prisingly, parent versus teacher factor correlations on the PSQ and the TRS were
lower than mother—father comparisons, although parents and teachers showed
moderate agreement (.49) on the Hyperactivity factor.

More research has been conducted on the TRS than on the PSQ. Trites,
Blouin, and Laprade (1982) conducted a factor analysis of the TRS using a ran-
dom sample of over 9,000 Canadian schoolchildren. These investigators extract-
ed six factors in the TRS that are reported in descending order according to the
percentage of variance accounted for by each factor. The first factor was a Hyper-
activity factor, followed by Conduct Disorder, and then an Emotional Indulgent
factor, which seems to describe behaviors that are primarily affective. The three
remaining factors were Anxious-Passive, Asocial, and a Daydream/Attention
Problem factor.

Various validity studies of the TRS have found the Hyperactivity factor to be
sensitive to drug treatment (Conners, 1969, 1972; Werry & Sprague, 1970).
Kupietz et al. (1972) reported that the TRS discriminates between normal and
hyperactive children. A one-month test-retest reliability of the TRS ranged
from .72 for the Inattentive-Passive factor to .92 for the Conduct Problem factor
for children with hyperactive characteristics who had been placed in a placebo
control group not receiving pharmacological intervention (Conners, 1969).



96 STEVEN BECK
Adaptive Behavior Scale

A checklist that is often used for mentally retarded or developmentally
disabled individuals, as well as for individuals with single (e.g., hearing loss) or
multiple handicaps, is the American Association on Mental Deficiency (AAMD)
Adaptive Behavior Scale (ABS) (Nihira, Foster, Shellhaas, & Leland, 1975). The
ABS assesses the effectiveness of an individual’'s coping with the natural and
social demands of his or her environment. Completing the ABS requires little
training, and the scale was designed to be administered by either professionals
or paraprofessionals. In order to complete the ABS, information may have to be
collected from several staff or professional members who spend considerable
time with the targeted individual, as the scale assesses an array of functional and
adaptive behaviors.

The ABS is the most widely used checklist for assessing adaptive behavior,
primarily because of its comprehensiveness and large standardization sample
(Beck, 1983). The scale consists of two parts. Part One is organized along devel-
opmental lines and is designed to assess an individual’s progress in 10 areas of
functioning: Independent Functioning, Physical Development, Economic Ac-
tivity, Language Development, Number and Time, Domestic Activity, Voca-
tional Activity, Self-Direction, Responsibility, and Socialization. Part Two is de-
signed to assess maladaptive behaviors related to personality and behavior
disorders. These 14 behavior domains are Violent and Destructive Behavior,
Antisocial, Rebellious Behavior, Untrustworthy Behavior, Withdrawal, Ster-
eotype Behaviors and Odd Mannerisms, Inappropriate Interpersonal Manners,
Unacceptable Vocal Habits, Unacceptable and Eccentric Habits, Self-Abusive
Behavior, Hyperactive Tendencies, Sexually Abberant Behavior, Psychological
Disturbances, and Use of Medication. Obviously, Part Two of the ABS is also
designed to assess the individual’s ability to meet social norms. Scoring is com-
puted by adding subdomain totals and finally domain totals. The raw domain
score is then compared with normative data. The ABS provides a Profile Sum-
mary Sheet for the 24 domains so that a visual profile allows comparisons with
national norms of institutionalized mentally retarded individuals. Norms are
grouped according to the following ages: 3, 4, 5, 6-7, 8-9, 10-12, 13-15, 16-18,
19-29, 30-49, and 50-69. Norms are based on a large standardization sample of
mildly to moderately delayed individuals residing in residential settings, with as
few as 97 institutionalized 3-year-olds and as many as 528 10- to 12-year-olds.
For children aged 3-6, norms are not available for many of the domains; conse-
quently, the ABS is more appropriate for older children and adults.

Reliability of the ABS is reported for 133 residents at three state training
schools, but the ages of the residents are not specified (Nihira et al., 1975).
Interrater agreement on each resident assessed by two independent staff mem-
bers shows that reliabilities for Part One range from .93 for Physical Develop-
ment to .71 for Self-Direction. The mean reliability for all domains in Part One is
very stable at .86. Interrater reliability for Part Two domains is not as stable, as
some domains have a limited range and are severely positively skewed in their
score distributions. Therefore, reliability scores were dichotomized. Phi coeffi-
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cients for these domains range from as low as .49 interrater agreement in Self-
Abusive Behavior to as high as .69 for Untrustworthy Behavior. The mean relia-
bility for all domains in Part Two is .57, which is low but understandable given
the situational differences found in many of the classes of behavior and the
limited range of scores in these domains. Test-retest reliability of the ABS has
not been reported. Only a few studies have assessed the validity of the ABS.
One study (Nihira et al., 1975) involving 41 institutionalized mentally retarded
10- to 13-year-olds showed that Part One domains discriminated significantly
between those who had been previously classified at different levels of adaptive
behaviors according to clinical judgment.

In summary, although the ABS is considered the best checklist for assessing
adaptive behavior because of its ability to evaluate the strength and weakness of
broad behavior classes (Shapiro & Barrett, 1981), the scale is not particularly
suited to young handicapped children because many of the domains are not
applicable to preschool children. In addition, the scale is normed on institu-
tionalized residents, and normative data are not available for the majority of
cognitively and multiply handicapped children who remain in community pro-
grams. Finally, extensive reliability and validity studies have not been con-
ducted with the ABS for young children.

On the other hand, the AAMD Adaptive Behavior Scale, School Edition
(ABS-SE), which was revised in 1981, was developed to aid school personnel in
obtaining measures of schoolchildren’s adaptive functioning (Lambert, Wind-
miller, Tharinger, & Cole, 1981). Part One and Part Two domains of the ABS-SE
have headings similar to those found in the ABS, but the domains are geared to
younger children. The 1981 revised ABS-SE provides norms for normal IQ,
educable mentally retarded (EMR), and trainable mentally retarded (TMR)
groups aged 3-16. The standardization sample of the revised scale was in-
creased from 2,600 to 6,500 children and adolescents. Similarly to the ABS, raw
scores can be converted to percentiles and are grouped according to chronologi-
cal age. The ABS-SE is better suited to young children than the better known
ABS, but reliability and validity studies of the ABS-SE have not been reported.

Denver Developmental Screening Test

The Denver Developmental Screening Test (DDST) is the most extensively
used screening device that assesses infants and preschool children’s gross-
motor, language, fine motor-adaptive, and personal-social development (Fran-
kenburg & Dodds, 1967). The test is made up of 105 items, which are divided
into 75 age categories, the majority below 2 years of age, when developmental
changes are more rapid. The DDST was originally administered to over 1,000
normal Denver children between the ages of 2 weeks and 6 years, although this
sample was not a stratified random sample. Items for the DDST were selected
from various developmental and preschool intelligence tests and were chosen
for the DDST if items could be easily administered and interpreted within a
specific developmental time frame. The DDST can be administered by non-
professional personnel and takes 15-20 minutes to complete. The format of the
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screening test provides normative data displayed on a graph, and each item is
represented by a horizontal bar placed along an age continuum. Various points
on the bar represent specific ages at which 25%, 50%, 75%, and 90% of the
children from the standardization sample pass an item. Test-retest reliability at
a one-week interval had been calculated for 13 age groups between 1.5 months
and 49 months. Correlations range between .66 and .93, with no age trend
displayed. The intertest agreement of this instrument averages 90% (Franken-
burg, Camp, Van Natta, Demersseman, & Voorhees, 1971). The DDST has been
shown to be effective in predicting later school learning problems, as 61%-88%
of children identified as delayed on the DDST manifested school learning prob-
lems and/or IQs below 80 three years later (Camp, van Doorninck, Frankenburg,
& Lampe, 1974).

As the original test takes 15-20 minutes to administer, the DDST has re-
cently been revised (DDST-R) (Frankenburg, Fandal, Sciarillo, & Burgess, 1981).
In the DDST-R, the 105 items on the original screening test are arranged in
chronological stepwise order in each of the four broad areas of the test. To
administer the DDST-R, the examiner identifies and scores three items that fall
immediately to the left of the chronological age of the child. If any of the three
items is failed or refused by the child, the full DDST is to be administered.
Agreement between the DDST-R and the original DDST was very high; conse-
quently, Frankenburgh and his colleagues have argued that validity studies do
not need to be conducted on the revised DDST-R.

SELF-REPORT MEASURES

The most popular assessment method in clinical psychology is self-report
measures (Kazdin, 1980), yet children’s self-report measures have not been
given much emphasis in the assessment of childhood psychopathology. The
reasons for the underutilization of self-report measures are that children are
viewed as not being capable of accurately reporting their psychological state.
Generally speaking, self-report measures have often been eschewed because of
the apparent lack of correspondence between self-report measures and observ-
able behaviors (Finch & Rogers, 1984). However, it is now recognized that a
child’s perceptions of his or her problem(s) are critical to a better understanding
of the ramifications of children’s clinical problems. Furthermore, the lack of
agreement between self-report measures and observable behaviors does not
necessarily suggest that one method of assessment is more accurate than the
other; instead, it suggests that each method taps a different dimension of multi-
faceted problems (Mash & Terdal, 1981).

Instead of discussing several child self-report measures, this section will
briefly discuss three measures, one that is already widely used and known, the
Children’s Depression Inventory (CDI; Kovacs 1980-1981); another measure
that has the potential to be widely used by child assessors because it examines
critical aspects of children’s psychological functioning, namely, perceived com-
petence (Harter, 1982); and a new measure that assesses children’s social skills
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(Matson, Rotatori, & Helsel, 1983b), an area that is of critical importance to
children’s present and future adjustment.

Children’s Depression Inventory

The CDI is a 27-item self-report measure that is a downward extension of
the Beck Depression Inventory (BDI) for adults (Beck & Beamesderfer, 1974).
Each of the 27 items consists of three sentences, which purportedly can be read
by first-grade children (Kazdin & Petti, 1982). The child chooses the one sen-
tence that best describes him or her over the past two weeks. Each item can be
scored from 0 to 2, resulting in a range of scores from 0 to 54. A recent examina-
tion of the psychometric properties of the CDI (Saylor, Finch, Spirito, & Bennett,
1984) shows that one-week test—retest reliability is .87 for emotionally disturbed
children, but only .38 for normal children. Saylor and her colleagues reported a
series of validity studies showing that the CDI discriminated 24 hospitalized
child-psychiatry patients from 24 normal children matched on age and sex.
High- and low-depression groups based on CDI scores indicated that high-
depression groups were more external in their locus of control and reported
higher levels of anxiety than low-depression groups. Factor analysis based on
198 children indicated that the CDI is a multidimensional measure that assesses
different factors of depression that are similar to the DSM-III criteria of depres-
sion (American Psychiatric Association, 1980). Helsel and Matson (1984) identi-
fied four factors—Affective Behavior, Image/Ideation, Interpersonal Relations,
and Guilt/Irritability—when public school teachers’ completed CDIs were fac-
tor-analyzed for 216 children ranging from 4 to 18 years of age. The four factors
accounted for 91.7% of the variance, with the majority of the variance (67.6%)
being accounted for by the Affective Behavior factor. These authors further
found that older children displayed more depression symptomatology according
to the teacher-completed reports, but that there were no differences based on
race or gender. A major limitation of the CDI is the lack of a stratified clinical and
nonclinical normative sample grouped according to grade and sex.

Perceived Competence Scale

The Perceived Competence Scale (PCS) for children (Harter, 1982) is a new
self-report measure that differs from other child self-esteem measures (most
notably from the well-known Piers-Harris Children’s Self-Concept Scale [Piers-
Harris, 1969]) because the PCS assesses a child’s perceived competence across
cognitive, social, and physical domains. Also assessed is a fourth subscale,
general self-worth, which is independent from the other three skill domains.
The factorial validity of the four subscales has been demonstrated and buttresses
Harter’s argument that children as young as 8 years old can make distinctions in
their perceived skill domains.

The 28-question format of the PCS is somewhat unusual and was devised to
offset the tendency to give socially desirable responses. In each question, the
child is asked to describe which kind of child he or she is most like from two
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choices, for example, “Some kids find it hard to make friends, but for other kids
it’s pretty easy.” The child then decides whether the description chosen is sort of
true or really true for him or her. Each item is scored from 1 to 4, where a score of
1 indicates low perceived competence and a score of 4 reflects a high perceived
competence. The scores are then summed and averaged for the seven questions
in each of the four subscales, the result being four separate subscale scores.

The PCS can be used for third- through ninth-grade children, although the
measure will probably have to be read to 8- to 10-year-old children who are poor
readers. Means and standard deviations of PCS scores broken down by grade for
over 2,000 children have been presented by Harter (1982). However, these sam-
ples appeared to be assessed more by convenience then by a stratified sampling
procedure. Three-month test—retest reliabilities of the PCS were .78, .80, .87,
and .70 for the four subscales, and .78, .75, .80, and .69 after nine months for
the four subscales with another sample of children. The major disadvantage of
the PCS is that it is a new instrument, but as future empirical studies are con-
ducted, the PCS has the potential to become a popular self-report measure in
research and in child clinical settings because it assesses multifactorial dimen-
sions of children’s self-concept.

Matson Evaluation of Social Skills in Youngsters

Children’s social skills have received a great amount of attention in recent
years because there is evidence that peer relationship difficulties in childhood
are associated with adjustment problems in later life (Cowen, Pederson, Babi-
gian, Izzo, & Trost, 1973; Rolf, Sells, & Golden, 1972). However, a major prob-
lem in assessing children’s social behaviors has been that researchers have often
assessed problem children’s social skills using role-play tests, which have ques-
tionable validity and reliability (Van Hasselt, Hersen, & Bellack, 1981). Another
problem in assessing children’s social behaviors has been that researchers and
clinicians have identified problem social behaviors based on a priori assumptions
rather than on well-delineated skills or deficits.

The Matson Evaluation of Social Skills (MESSY) is a new measure that can
be filled out by either a teacher or a child in order to identify potential social-skill
problems (Matson, Rotatori, & Helsel, 1983). The 62-item self-report MESSY has
been validated on 422 preschool- and elementary-age children and high school
adolescents, ranging from 4 to 18 years old. The items are read aloud to each
child and are rated by the child or adolescent on a 5-point scale (1 = “not at all”’;
5 = “very much”). Factor analysis of this instrument has identified five factors:
Appropriate Social Skill, Inappropriate Assertiveness, Impulsive/Recalcitrant,
Overconfident, and Jealousy/Withdrawal. Test-retest reliability has not been
reported.

The teacher-completed version of the MESSY, a 62-item measure, based on
ratings of 322 children ranging from 4 to 18 years old, identified two broad
factors using factor analysis: Inappropriate Assertiveness/Impulsivity and Ap-
propriate Social Skills. The self-report MESSY has been found to show a modest
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correlation coefficient of .28 with a structured interview with normal elemen-
tary-age children who were asked what they would say and do in six different
positive and negative social situations (Matson, Esveldt-Dawson, & Kazdin,
1983). A teacher-completed MESSY correlated more strongly with a teacher-
completed CDI for 76 children ranging from 4 to 10 years old, demonstrating a
negative relationship between positive social skills and childhood depression
(Helsel & Matson, 1984). As a self-report or teacher-completed measure, the
MESSY is a step in the right direction of developing and validating a battery of
assessments that can be used to evaluate children’s social and depressive behav-
iors. However, in order to be of more clinical utility, the MESSY needs a clinic
and nonclinic normative sample based on demographic characteristics such as
age, sex, and socioeconomic levels. Measures like the MESSY also need to vali-
date their instruments to empirical behavioral correlates of peer social status
(Beck, Collins, Overholser, & Terry, 1985; Dodge, 1983; Dodge, Coie, & Brakke,
1982).

SUMMARY

In summary, 14 commonly used checklists assessing general child behavior
and psychological problems and 3 relatively new self-report measures, each of
which assesses a topic of clinical importance, have been described. As is to be
expected with such a diversity of instruments, the checklists vary in stability and
accuracy as measures of child behaviors and characteristics. Perhaps the most
surprising limitation of many instruments is the presentation of small or non-
representative normative samples. For example, the three Devereux rating
scales do not provide representative samples of clinical and nonclinical children,
yet the Devereux Elementary School Behavior Rating Scale II is widely used by
school psychologists. Exceptions to this problem, with good clinical and non-
clinical norms, are the Personality Inventory for Children, the Child Behavior
Checklist, and the Louisville Behavior Checklist, Forms E1 and E2. Before the
development of new checklists such as the Personality Inventory for Children
and the Child Behavior Checklist, the Behavior Problem Checklist was the most
widely used checklist for assessing children’s problem behaviors. As soon as
more normative data become available for the Revised Behavior Problem Check-
list, this instrument should regain its high visibility in clinical child psychology.

One problem with the checklists reviewed is that most of the instruments
have scales that have not been empirically constructed by factor analysis; in-
stead, they have been constructed by clinical judgments that do not necessarily
discriminate criterion (clinical) groups from one another or from normal chil-
dren. Notable exceptions to this problem are the Personality Inventory for Chil-
dren and the Child Behavior Checklist.

There are several potential limitations on the use of checklists in clinical
practice. One of the major problems with inventories completed by parents or
other adults is the rater’s inexperience with various types of deviant behavior
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(Miller, 1981). Related to this problem is the fact that checklists inherently assess
raters’ sensitivity and threshold for child behaviors. Some parents may be very
sensitive to or may have a low threshold for certain behaviors and will exagger-
ate symptoms, whereas other parents may underreport deviant or troublesome
child behaviors. Another potential problem with checklists is the fact that fathers
tend to underestimate and mothers tend to overestimate their children’s deviant
behaviors (Mash & Johnston, 1983). These facts suggest that parents’ percep-
tions as well as general screening of the child’s behaviors are being assessed.
The accuracy of raters may vary greatly, depending on such factors as education
level, the amount of stress associated with the child’s behaviors, and the hidden
agendas that parents may have when rating a child; for example, a mother may
want the clinician to view her child as deviant so that the clinician will intervene,
whereas the father, thinking of the potential costs involved in treatment, may
minimize the frequency and severity of the child’s behaviors.

When one considers the amount of training and skill required to train re-
search assistants to objectively observe children’s behaviors, it is a wonder that
we consider checklists “objective” measures of a child’s behaviors. In fact,
Novick, Rosenfield, Block, and Dawson (1966) found that a large percentage of
items checked by parents on a checklist could not be verified. Nonetheless, the
inherent subjective nature of rating children’s behaviors is the very strength of
checklists because this method allows the clinician to initially screen a child’s
behavioral domains from the parent’s perception.

Another problem in using checklists to rate a child’s behavior is that this
procedure can imply to parents and clinicians a trait notion of children’s deviant
behavior, when, in fact, the occurrence of deviant behavior requires assessment
of the situations or the social contexts in which the behavior occurs, specifically
the antecedents and the consequences of the specific behavior, in order to imple-
ment successful treatment interventions. Clinicians may also assume that high
scores on a particular scale suggest a clinical diagnosis, when, in fact, most
scales on the checklists reviewed are not directly equivalent to any clinical
diagnosis.

There are also clear limitations associated with self-report measures. These
measures, by their very nature of asking children their subjective opinions, are
vulnerable to distortion. Children, like adults, are likely to endorse items that
reflect socially desirable responses. Self-report measures also tend to depend
heavily on reading and verbal skills, a dependence that is a particular problem
for children who have serious reading or verbal comprehension difficulties.
Given these limitations, children’s self-report measures should not be used as
the only assessment method when identifying child psychopathology. Self-re-
port measures provide a broader perspective of potential child problems and
thus complement other assessment information collected for a particular child.

It should always be kept in mind that checklists are initial screening mea-
sures. They can offer a quick, efficient, and quantifiable assessment of children’s
behaviors and characteristics. Given the limitations of checklists, they can pro-
vide valuable information that aids in the identification of problem behaviors
that require psychological intervention.
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6  Neuropsychological,
Physiological, and Biochemical
Assessment

AMOS ZEICHNER

The physical, psychoeducational, and behavioral development of the child is a
prime concern in our society. Over the years, parents, teachers, administrators,
and members of the helping professions have been called on to evaluate
whether the child who in their care was evincing the expected and desirable
development pattern. This demand for assessment has increased commen-
surately with the burgeoning availability of educational challenges and higher
societal expectation placed on the child. As a result, the initial nonsystematic,
anecdotal, and impressionistic methods of child evaluation are continuously
being replaced by sophisticated, multidisciplinary, and standardized methods of
assessment.

The multidisciplinary approach to the assessment of a child’s development
has become necessary with the growing understanding of children’s psycho-
biological functioning within the social milieu. It is now held that behavior—
and, for that matter, behavior disorders—is a function of the interaction be-
tween several domains. Consequently, psychopathology and behavior disorders
such as depression, attention deficit disorders, learning disabilities, autism, and
schizophrenia are currently conceptualized within a genetic, biochemical, physi-
ological, neuropsychological, environmental, and social context. Therefore, the
comprehensive assessment of a child’s development, whether normal or im-
paired, would require careful consideration of such multidisciplinary factors.

The focus of this chapter is the domains requiring consideration in the
assessment of childhood psychopathology. Included are some of the neuro-
psychological, physiological, and biochemical methods used as diagnostic pro-
cedures. The methods reviewed are grouped by type of procedure and not by
the specific disorder assessed. Other chapters in this volume present methods
specifically dedicated to the assessment of childhood behavior disorders.
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NEUROPSYCHOLOGICAL METHODS

The multifaceted brain-behavior relationships require a complex assess-
ment approach to the diagnosis of disorders associated with brain lesions. The
neuropsychodiagnostic armamentarium is comprised of an extensive number of
tests designed to evaluate areas such as memory, sensorimotor, perceptual,
verbal, spatial, and tactile processes (Golden, 1978; Lezak, 1976). Commonly, a
combination of tests is used as a battery aimed to diagnose or localize brain
dysfunctions that are thought to be related to observed or suspected behavioral
deficits (Heaton, Baade, & Johnson, 1978; Reitan & Davison, 1974). Test results
are compared to norms for impaired and normal performance patterns before a
diagnosis is established. To date, virtually hundreds of tests have comprised the
field of neuropsychological assessment. Although some of the tests have been
specifically developed for that purpose, others are general tests of performance
and intellectual function that are used to gather other pertinent data. Although it
is impossible to enumerate all the relevant neuropsychological tests in this chap-
ter, several examples of composite and individual standardized tests are pre-
sented below.

Composite Tests
Reitan-Indiana Battery

This neuropsychological test battery should not be confused with the sim-
ilar Halstead battery for children that is discussed below. The Indiana battery is
designed to assess in children of 5-8 years of age motor, spatial, and verbal
abilities; visual, tactile, and auditory perception; abstraction; and memory (Rei-
tan, 1969). Nine subtests are included in the battery: Category, Finger Tapping,
Tactual Performance, Marching, Color Form, Progressive Figures, Matching Pic-
tures, Target, and Individual Performance.

The Category test uses stimuli that are projected onto a screen. The subject
is required to indicate the correct answer on a response panel. A bell or buzzer
follows the correct or incorrect answers, respectively. The subject’s task is to
identify the “principle” that unifies the presented figures. Abstract reasoning,
short-term recall, and adequate attention span are required for successful perfor-
mance on this subtest.

The Finger Tapping test requires the subject to speed-tap with the index
finger using a lever and an electrically operated counting device. This test is
used to evaluate the subject’s lateralized fine-motor coordination.

The Tactual Performance test requires the blindfolded subject to fit six
formed blocks into matching recesses on a formboard. The task has to be com-
pleted with the dominant hand alone, the nondominant hand, and both hands.
The time required by the subject to complete each trial is taken as an indication
of the relative efficiency of each hand and of both hands. After the test and the
removal of the blindfold and the blocks, the subject is required to draw via recall
the blocks used in the test. This test provides information on tactile form dis-
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crimination, motor coordination, spatial visualization, and sensory-spatial
performance.

The Marching test is comprised of numerous circles printed on both sides of
several sheets of paper. The subject is required to connect the circles in a pre-
determined order with a pencil, using his or her dominant and nondominant
hands on separate trials. This test provides information on the subject’s gross-
motor functioning.

The following three tests provide information on the subject’s organiza-
tional ability, abstraction, concept formation, and cognitive flexibility. The Color
Form test requires the subject to follow a sequence of figures varying in color
and shape by alternately moving from two figures similar in shape to two figures
similar in color. In the Progressive Figures test, the subject is to connect geo-
metrically related shapes. In the Matching Pictures test the child is required to
match increasingly complex figures printed on several pages.

The receptive and expressive components of visual-spatial relationships are
assessed by the Target test and the Individual Performance test. The tests are
scored on the basis of accuracy and speed of performance. The Target test
requires the child to reproduce a pattern drawn by the examiner across a pre-
printed nine-dot square. Four tasks comprise the Individual Performance test:
““Matching V’s,” in which the subject is to arrange small blocks at specific angles
depicted on a stimulus card; “Star,” in which the child is required to draw a six-
sided star by means of two overlapping triangles; “Matching Figures,” in which
the subject is to match the appropriate figures on several stimulus cards; and
“Concentric Squares,” where the subject is required to reproduce a design con-
sisting of several concentric squares.

Halstead Neuropsychological Battery for Children

Adapted from the Halstead version for adults, several subtests were sim-
plified for use with children aged 9-14 (Reitan, 1969; Reitan & Davison, 1974).
The Category test, the Tactual Performance test, and the Finger Tapping test
included here are identical to those discussed above. Additional subtests include
the Rhythm test, the Speech Sound Perception test, and the Time Sense test.

The Rhythm test requires the subject to differentiate rhythm beats that are
identical from those that are different from each other. The Speech Sound Per-
ception test requires the child to identify which of four preprinted nonsense
words matches a spoken nonsense stimulus word. The Time Sense test requires
the child to match lever depressions to a sweep hand on a timer and subse-
quently to recall the correct key depression latency from memory.

Taken as a whole, the subtests of the Halstead battery for children are
designed to gather information on the child’s abstract thinking, tactile percep-
tion, lateralized fine-motor coordination, visuomotor coordination, nonverbal
auditory perception, sustained attention, and memory.

The two neuropsychological batteries discussed above are not used ex-
clusive of one another. The tasks that are added by the Halstead battery are
often used by the diagnostician in addition to the Reitan-Indiana battery. Both
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batteries have been used to differentiate children with minimal brain damage
from controls (Klonoff & Low, 1974; Reitan & Boll, 1973), as well as to differente
learning-disabled children with brain damage from learning-disabled subjects
without suspected organic lesions (Tsushima & Towne, 1977). Finally, the bat-
teries have helped in diagnosing brain damage in behavior-disordered children
(Knights & Tymchuk, 1968).

Wechsler Intelligence Scale for Children: Revised

The revised version of the Wechsler Intelligence Scale for Children (WISC-
R; Wechsler, 1974) is a test of the intellectual ability of children aged 6~16 years
11 months. It was derived from the original Wechsler for children (Wechsler,
1949). The WISC-R is comprised of 10 subtests: Information, Picture Comple-
tion, Similarities, Picture Arrangement, Arithmetic, Block Design, Vocabulary,
Object Assembly, Comprehension, and Coding or Mazes. These subtests are
designed to measure general knowledge, delayed and immediate memory, con-
cept formation, auditory attention, visuomotor coordination, visual recognition,
and visuospatial skill. For a detailed description of the subtests included in the
WISC-R, the reader is referred to the appropriate manual (Wechsler, 1974).

The WISC and the WISC-R have been used extensively in the assessment of
children with learning disabilities and/or conduct disorders (Klatskin,
McNamara, Shaffer, & Pincus, 1972; Myklebust, 1973; Reitan & Boll, 1973) and
hyperactivity (Palkes & Stewart, 1972), and of children labeled as having “mini-
mal cerebral damage” (Klonoff & Low, 1974). In addition, it would seem impor-
tant to note that several subtests derived from the Wechsler test have been used
in the assessment of children suffering from syndromes labeled “childhood
schizophrenia” and “primary infantile autism” (Bortner & Birch, 1969; Git-
telman & Birch, 1967).

Luria-Nebraska Neuropsychological Battery

This neuropsychological battery was developed by Golden, Hemmeke, and
Purisch (1978, 1980) based on theories advanced by the Russian neuropsy-
chologist Luria (1973, 1980). These theories highlight the complexity and multi-
dimensionality of mental processes and the evolution of cerebral functional
units. Luria stressed that neuropsychological deficits should be assessed via the
breakdown of a mental function into its components. This approach was opera-
tionalized by Golden and colleagues (1978, 1980), and good validity and reliabili-
ty of the test have been demonstrated with several clinical populations (Golden,
Ariel, McKay, Wilkening, Wolf, & Maclnnes, 1982; McKay & Golden, 1981).

The Luria-Nebraska battery consists of 269 items, each scored 0, 1, or 2,
indicating normal, borderline, or deficient performance on an item. The items
are grouped into 11 functional categories: Motor, Rhythm, Tactile, Visual, Re-
ceptive Language, Expressive Language, Reading, Writing, Arithmetic, Memo-
ry, and Intelligence. In addition, specific items provide for two hemispheric
localization scales and a scale particularly sensitive to organicity.
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This battery has recently become popular because of its efforts to opera-
tionalize Luria’s complex theories and its ability to identify specific mental dys-
functions. The battery is portable and requires less time to administer than other
neuropsychological test batteries. More recently, the battery has been used in
the assessment of severely delinquent adolescents (Brickman, McManus,
Grapentine, & Alessi, 1984).

Individual Tests
Bender Visual-Motor Gestalt Test

The “Bender,” or the Bender Visual-Motor Gestalt Test (Bender, 1946; Kop-
pitz, 1964), is designed to uncover visuoperceptual and spatial performance
deficits in the testee. The test is comprised of nine stimulus cards, each present-
ing a distinct graphic pattern (e.g., a series of dots or interlocking trapezoids).
The stimuli are presented one at a time with the instruction to copy each as
accurately as possible. Some administrations also require the subject to re-
produce accurately from memory as many designs as he or she can recall. This
option provides the diagnostician with information regarding possible deficits in
visual recall.

The Bender is scored in terms of the errors made in stimulus size, accuracy
of detail, rotation of design, and intrusion among design parts. This test has
been used in the assessment of learning-disabled children. These subjects evi-
denced a significantly higher mean error score on the test than did controls
(Ackerman, Peters, & Dykman, 1971; Larsen, Rogers, & Sowell, 1976). The test
successfully differentiates between learning-disabled children and controls re-
gardless of the type of learning disability evinced by the child (Koppitz, 1975).
Furthermore, poorer performance on the Bender by hyperactive children dis-
tinguished them from the better performing learning-disabled children (Wikler,
1970).

However, despite high levels of reliability noted for the administrations of
the Bender, the diagnostician is cautioned against basing his or her conclusions
on the rather limited source of functional information provided by this test. Data
regarding visuomotor and perceptual-spatial deficits must be corroborated by
other subtests in the neuropsychological battery.

Wide Range Achievement Test. This test battery has been designed to assess
individuals ranging in age from early childhood to the middle adult years (Jastak
& Jastak, 1965). Spelling, reading, and arithmetic are assessed in two age ranges:
5-11 and 12-45. Spelling is tested by means of copying and dictation, reading by
means of lists of letters and words being read by the subject, and arithmetic by
oral and written exercises. The large variety of arithmetic problems offers partic-
ularly important information for neuropsychological assessment. The applica-
tion of the four basic arithmetic operations, percentages, fractions, algebra,
squares, roots, and some geometric principles facilitates the differential diag-
nosis of spatial-type dyscalculia (inability to count), figure or number alexia
(inability to read), or anarithmetria (inability to conceive number concepts). This
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test has been used, among other purposes, for the study of learning-disabled
children (Rourke & Finlayson, 1978; Rourke, Young, & Flewelling, 1971).

Stroop Color Word Interference Test

This test assesses the ability of the subject to shift his or her perceptual set to
conform to changing demands (Stroop, 1935). Three stimulus cards are present-
ed to the subject in sequence. Each card displays three items 100 times in a
random order. The first card displays the words red, blue, and green printed in
black; the second card depicts red, blue, and green rectangles; and the third card
displays color words so that the color of the print is always incongruent with the
word’s meaning. The subject is required to read the words and describe the
objects on each card as rapidly as possible, and to name the print color while
ignoring the word’s meaning on the third card. This test has been used with
various modifications in the assessment of brain damage and adolescent delin-
quency (Broverman, Broverman, Vogel, & Palmer, 1964; Wolff, Waber, Bau-
meister, Cohen, & Ferber, 1982).

As part of a broader group of tests, several other tests and subtests are used
in the context of neuropsychological assessment of possible mental dysfunc-
tions, conduct disorders, and juvenile delinquency. Language tests include the
Reading Recognition subtest of the Peabody Individual Achievement Test
(Dunn & Markwardt, 1970), in which the subject’s pronunciation, but not com-
prehension, of words of increasing difficulty is tested; the Peabody Picture Vo-
cabulary Test (Dunn, 1965), which requires the subject to choose a picture that
appropriately represents a stimulus word; and the Boston Naming test (Good-
glass & Kaplan, 1972), in which the subject has to correctly identify a series of
line drawings. Perceptual-motor and spatial ability tests include the Grooved
Pegboard Test (Reitan & Davison, 1974), in which the subject is required to
insert coded pegs into similarly coded holes, and the Porteus Mazes Test (Por-
teus, 1959), in which the subject’s task is to trace preprinted mazes under time
limits without crossing any maze lines.

Strengths and Weaknesses

The test explosion that has occurred in the field of neuropsychological as-
sessment has brought about a significant development in the assessment of
childhood psychopathology. The contemporary diagnostician has a much great-
er understanding of the the functional and behavioral deficits evinced by the
child. In this understanding lies the strength of the neuropsychological assess-
ment methods. Global diagnostic labels such as autistic, hyperactive, or mentally
retarded have been replaced by specific diagnostic categories denoting specific
dysfunctions or diagnostic subcategories. The multifaceted nature of test bat-
teries and of individual test combinations provides the information necessary for
the formulation of an accurate diagnosis. This complex yet precise assessment
approach permits more specialized and “client-tailored” treatment programs.
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Furthermore, the strength of the standardized neuropsychological batteries and
tests lies in their generally good validity and reliability coefficients (Lezak, 1976).
Also advantageous to both the clinician and the client, the cost of the test
materials, instruments, and administration is not excessive. The fact that most
materials consist of paper-and-pencil measures and manually operated instru-
ments, with only very few requiring electronic components, has had a welcome
cost-controlling effect.

With regard to the weaknesses attributed to the neuropsychological assess-
ment tools, one has to consider the special administration requirements associ-
ated with these tests. The clients to whom these tests are administered clearly
have specific deficits and, therefore, special needs during the testing situation.
Attention deficit disorders, learning disabilities, minimal brain dysfunction, and
a variety of emotional disorders are conditions that are likely to interfere with a
highly standardized test administration. Although some subtests are specifically
designed to assess deficits in test taking and other pertinent skills, other subtests
are designed to assess substantially different mental and behavioral skills. A
carefully controlled digression from the standardized administration procedures
should be considered. Although this may result in a necessary modification of
the reliability standard for a given test, the applicability of the test may be
enhanced. Special training of the neuropsychological test administrator and
close familiarity with the client population are clearly necessary.

PHYsioLOGICAL METHODS

Physiological assessment of children’s nervous systems, like other assess-
ment approaches discussed in this chapter, has focused on clarifying the associa-
tions between suspected brain dysfunctions and behavioral and emotional
disturbances. Whereas several of the physiological techniques have been used in
clinical practice to help in the diagnosis of child psychopathology, other tech-
niques have seen use only in the experimental laboratory. Among the more
often used measures to be discussed below are the electroencephalogram (EEG),
the 40-Hz EEG wave pattern, cortical evoked responses (CER), the elec-
tropupillogram (EPG), the electrodermal response (EDR), the heart rate, systolic
and diastolic blood pressure, and skin temperature. For further detail regarding
these physiological indices and their recording, the reader is referred to other
volumes (Greenfield & Sternbach, 1972; Martin & Venables, 1980).

Electroencephalogram

The EEG is a measure of gross cortical activity, which is measured by means
of plate electrodes placed over conventional sites on the subject’s scalp. The
detected signal is fed into a wideband preamplifier that serves to amplify and
filter the signal before it is fed through a driver amplifier that drives a display
unit, such as a chart-and-pen display. One monitoring and recording system
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among numerous other EEG recording devices is the Series-7 Grass Polygraph
(Grass Instruments Inc., Quincy, Massachusetts). Cortical activity is displayed
as “brain waves” on a chart and is commonly analyzed in terms of the frequen-
cy, the amplitude, and the global pattern of the waveform.

The use of gross cortical activity in the diagnosis of children with a variety of
disorders is based on the assumption, however equivocal, that these disorders
would be characterized by unique EEG patterns or by the presence of a certain
proportion of abnormal EEG tracings. For example, a study comparing children
with learning and behavior disorders to nonclinical controls found more atypical
EEG patterns during drowsiness or sleep in the clinical groups (Wikler, Dixon, &
Parker, 1970). During a phase in which the expected prevalent EEG pattern
consists of slow and rhythmical waves, clinical children evinced more sudden
bursts of multifocal negative spikes, bitemporal repetitive spikes, paroxysmal
spike waves, 6-Hz spikes, and other atypical waveforms.

Whereas other chapters in this volume discuss findings relative to specific
classes of psychopathology, it is necessary to note here that the measure of gross
cortical activity is far from unequivocal. Misurec and Vrzal (1969) found abnor-
mal EEG patterns in 65% of children with severe problems, 31% with moderate
problems, and 10% with no problems in learning and conduct. In a comparison
of normal controls to children with “behavior disorders,” 47% of the ““disor-
dered” children, as opposed to 28% of the controls, evinced abnormal EEG
patterns (Stevens, Sachdev, & Milstein, 1968). In contrast, however, Werry,
Minde, Guzman, Weiss, Dogan, and Hoy (1972) could not find EEG differences
between hyperactive children and normal controls. Similarly, despite the often-
mentioned observation that hyperactive children display excessive amounts of
slow-wave activity (Dubey, 1976), Satterfield, Cantwell, Lesser, and Podosin
(1972) failed to find resting-EEG-pattern differences between hyperactive chil-
dren and controls. Interestingly, excessive amounts of slow-frequency EEG have
been found to correlate with low verbal WISC-R scores in clinic-referred chil-
dren, in comparison to above-normal scores for children with small amounts of
low-frequency EEG (Corning, Steffy, & Chaprin, 1982). In sum, the clinical and
diagnostic utility of this cortical activity measure must be further established.

40-Hz EEG

This assessment approach represents an effort to establish more precise
physiological diagnostic markers based on arousal theories. The 40-Hz measure
is a relatively fast EEG frequency that is thought to reflect “focused arousal” or a
state of attention necessary for adequate performance on problem-solving tasks
(Sheer, 1976). The pattern, monitored via the means discussed above and fur-
ther reduced with the aid of a computer, is thought to be evinced in an abnor-
mally small amount by children with a short attention span or poor concentra-
tion. Sheer reported that, whereas normal controls evince an increase in 40-Hz
activity during visual- and auditory-verbal tasks and tactile-kinesthetic tasks,
learning-disabled children do not display such an increase. The measure is still
experimental and awaits further validation.
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Cortical Evoked Responses (CER)

The CER is a representation of systematically alternatmg positive and nega-
tive changes in cortical electrical activity occurring in a time-locked fashion rela-
tive to an identified stimulus, such as a click or a light. In order to isolate a CER
from its background of electrical “‘noise,”” averaging over a large number of trials
is necessary. Convention identifies the polarity of the pattern with the letters N
and P (negative and positive), and a three-digit number denotes the stimulus-to-
peak latency in milliseconds. The amplitude and latency of these peaks has been
observed to be affected by stimulus characteristics, the site of the recording
electrodes, the subject’s age, and the attentional and motivational parameters
elicited by the experimental task.

Auditory Evoked Responses (AER)

This assessment method uses an auditory stimulus that is presented to the
subject, whose averaged evoked potential is monitored. The stimuli used in-
clude series of clicks that are delivered at amplitudes of 90 or 55 dB or a series of
tones. Children diagnosed with minimal brain dysfunction (MBD) have been
found to exhibit lower and slower AER peaks than normal controls when told to
ignore a series of 90-dB clicks (Satterfield, Lesser, Saul, & Cantwell, 1973). In-
terestingly, the AER appears to be an index of drug treatment effectiveness. The
MBD children who were treated with an unspecified dose of methylphenidate
evinced larger AERs than those not treated, and these AERs were equivalent to
the AERs of the normal controls. Not all MBD children responded to the drug
similarly, however (Satterfield et al., 1973).

Visual Evoked Response (VER)

This assessment method uses a 1-Hz square wave light emitted at several
intensity levels. These light stimuli are administered during tasks requiring
attention or inattention states. In a comparison of MBD children and normal
controls (Buchsbaum & Wender, 1973), the MBD subjects had higher VER ampli-
tidues and shorter latencies at all light intensities than the controls. In contrast,
Hall, Griffin, Moyer, Hopkins, and Rappaport (1976) found no VER differences
between hyperactive children and normal controls. To date, neither the validity
nor the reliability of the VER as a diagnostic tool has been established satisfac-
torily.

Electropupillogram

The electropupillogram (EPG) has been used as a measure of arousal and
arousability in the diagnosis of hyperactive children. In this method, the diame-
ter of the pupil is measured by infrared scan in a darkened room. On visual
stimulation of the pupil, its maximal contraction is determined. In a study of 22
hyperkinetic children treated with amphetamines, Knopp, Arnold, Andras, and
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Smeltzer (1973) were able to differentially classify the subjects by the diagnostic
categories of “unsocialized aggressive,” “overanxious,” and ‘“hyperkinetic”
(Fish, 1971), based on distinct EPG measures. To date, no replication of these
findings is available.

Electrodermal Measures

The electrodermal measures are indices of sympathetic arousal of the auton-
omous nervous system. The two most frequently used electrodermal measures
are skin conductance and its reciprocal, skin resistance. These indices are grouped
into measures of resting autonomic levels and measures of autonomic reactivity
to specific stimuli. Accordingly, skin conductance level (measured in micro-
mhos) and skin resistance level (measured in ohms) are measures of resting, or
tonic, autonomic levels of arousal, whereas skin conductance response and skin
resistance response are measures of autonomic reactivity, or phasic, response.
Normally, increases in arousal levels (either tonic or phasic) result in increases of
skin conductance (Edelberg, 1972).

Conventionally, the electrodermal indices are measured by means of two
silver/silver chloride electrodes placed either over the volar part of the palm, on
the middle and index fingers, or on the wrist and forearm. One electrode emits a
weak electrical signal while the reference electrode measures the signal that is
conducted to it by the skin. Conductance is determined by the characteristics of
the skin membrane and by the density and contents of the sweat glands. The
detected signal is amplified by a DC amplifier and finally by another amplifier
that drives the recording or display device. For more specific details relevant to
these measures, the reader is referred to the text on psychophysiological record-
ing by Martin and Venables (1980).

Electrodermal measures have been used in the assessment of children with
learning disabilities, hyperactivity, and conduct disorders. The majority of the
studies have not found differences in autonomic resting levels between clinical
and normal controls (Cohen & Douglas, 1972; Zahn, Abate, Little, & Wender,
1975). In contrast, several studies have found differences between the clinical
and nonclinical groups in autonomic reactivity to sensory stimuli during a vari-
ety of tasks, with lower measures of reactivity found for the clinical groups
(Delamater & Lahey, 1983; Satterfield & Dawson, 1971; Spring, Greenberg,
Scott, & Hopwood, 1974). The extent of the observed autonomic changes ap-
peared to be contingent on task and stimulus characteristics.

Heart Rate

Heart rate is another measure of sympathetic and parasympathetic activity
of the autonomous nervous system. Acceleration and deceleration of heart rate
indicate changes in affective, attentional, and somatomotor states (Lacey & Lac-
ey, 1974; Obrist, 1981). Commonly, the heart rate is recorded either from the
specific bioelectric signals (beats) emitted by the heart or from the time interval
between two beats. As the heart signal is exceptionally strong, it can be
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monitored independently by various devices in a variety of sites. The electrocar-
diogram (ECG or EKG) is recorded via two or three electrodes (of either the plate
or the cup type) placed in the Frank position diagonally across the chest (Strong,
1973). Other positions, such as the upper arm or the calf, are also appropriate.
The signal is amplified by and filtered through an AC preamplifier and is fed
into a recording and display device.

The EKG has been used in the assessment of various clinical groups and
other populations at risk. Whereas some studies have found resting heart rate
(HR) differences between MBD children and controls (Ballard, Boileu, Sleator,
Massey, & Sprague, 1976), most researchers have not noted resting HR dif-
ferences between clinical (e.g., MBD, conduct-disordered, hyperactive, and
learning-disabled) populations and normal controls (Delamater & Lahey, 1983;
Zahn et al., 1975). In regard to phasic HR activity, most studies note a smaller
deceleration in clinical groups than in normal controls during tasks where a
significant HR deceleration is expected as an index of focused attention (Sroufe,
Sonies, West, & Wright, 1973; Zahn et al., 1975; Zahn, Little, & Wender, 1978).
Interestingly, treatment with amphetamines improved this index in groups of
hyperactive children (Zahn, Rapoport, & Thompson, 1980). Finally, and of par-
ticular interest, is the use of HR as a correlate of cognitive coping of children
classified as Type A (coronary-prone). These children evinced lower phasic HR
activity while using denial during a difficult cognitive task than did children
classified as Type B (non-coronary-prone) individuals (Smith, Delamater, &
Zeichner, 1984).

Blood Pressure

Blood pressure has been used in the assessment of arousal in children with
hyperactivity and Type A children. Blood pressure is not an arousal index of
choice, as it is not a product of sympathetic activation by itself. This measure is
mediated by the heart’s stroke volume, by the condition of the cardiovascular
system, and by peripheral vascular resistance, to name a few variables. Systolic
blood pressure (SBP) is the intra-arterial pressure (expressed in mmHg) during
the heart’s systole, or ventricular contraction. Diastolic blood pressure (DBP) is
the intra-arterial pressure during the heart’s diastole, or ventricular dilation.

Numerous techniques for the recording of blood pressure exist. Invasive
methods, including the insertion of pressure sensors into the arteries for contin-
uous monitoring, are least often used with human subjects. In contrast, several
noninvasive methods are currently used with humans. These methods employ
the placement of the occluding cuff on the subject’s upper arm and the detection
of the Korotkoff sounds at the location of the brachial artery. The inflation of the
cuff can be manual (e.g., traditional hand-held sphygmomanometer) or auto-
matic (e.g., Vitastat, Medical Services, St. Petersburgh, Florida). The resulting
blood pressure determinations are discrete rather than continuous. Good mea-
surement reliability has been established by trained blood-pressure evaluators.

The used of blood pressure measures in the assessment of hyperactivity in
one study revealed higher resting levels for both SBP and DBP in hyperactive
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children than in normal controls (Ballard et al., 1976). The small but statistically
significant differences remain questionable, however, because of the meth-
ylphenidate regimen that the clinical subjects followed. In a different research
population, Type A children displayed higher SBP reactivity during a difficult
cognitive task while using rationalization and active mastery as coping strategies
than did Type B children (Smith et al., 1984). More research is needed to substan-
tiate the utility of blood pressure as a diagnostic tool for childhood psycho-
pathology.

Skin Temperature

Skin temperature is yet another measure of physiological arousal, based on
the notion that during sympathetic arousal a peripheral vasoconstriction takes
place effecting a reduction in the blood supply circulating in the extremities.
Accordingly, measures of finger temperature have been used in studies of
human psychophysiology (Martin & Venables, 1980). The measure is commonly
taken by means of a thermistor, a temperature-sensing device, placed on the
index finger. The signal is fed into a low-level DC amplifier and further into a
recording and display device. In the assessment of the effects of amphetamines
on normal and hyperactive boys, similar finger-temperature decreases were
found after drug ingestion during reaction time tasks in both groups (Zahnet al.,

1980).

Strengths and Weaknesses

Not unlike the advances made in the area of neuropsychological assessment
of childhood psychopathology, the field of physiological assessment has seen
far-reaching development. The increase in the sophistication of the assessment
methods, coupled with the frequent use of laboratory microcomputers for data
collection, has enabled the researcher and the diagnostician to obtain minute-by-
minute measures of the physiological concomitants of behavior. This state of
affairs has, in turn, facilitated the testing of hypotheses involving heretofore
unquantifiable processes (e.g., the physiological concomitants of “focused at-
tention”). Moreover, physiological indices have also been used in the assess-
ment of the effectiveness of pharmacotherapy with conduct-disordered and hy-
perkinetic children. For example, physiological concomitants of attention span
and concentration have been shown to be good predictors of the response of
hyperkinetic children to drugs (Barkley, 1976).

However, within their strengths lie also the weaknesses of the physiological
methods. All too often, researchers or diagnosticians assess the subject’s re-
sponse to a single stimulus or to a single class of stimuli instead of undertaking a
global physiological assessment of the child’s responsiveness. The use of several
physiological indices, as well as a wide range of stimuli and tasks, is necessary
for the formulation of a reliable physiological profile of the assessed. Further, it
is recommended that the tasks used in the assessment of the child closely ap-
proximate “real-life”” situations and require the use of skills necessary for every-
day functioning. Numerous studies have overlooked this indication. Last, and
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most important, one has to remember the technological limitations and the still
unanswered questions regarding the link between behavioral deficits and the
underlying physiological mechanisms. The use of labels such as “delayed CNS
maturation,” “diminished cortical processing”, or “deficient focused arousal”
may be somewhat premature and lacking in substantiation.

BiocHemicAL METHODS

The last decade has seen developments in the field of biochemical hypoth-
eses advanced as partial explanations of several childhood psychopathologies.
Whereas some theories are based on extrapolations from adult psychopathol-
ogy, others are specific to conditions occurring only in children. Several bio-
chemical assessment procedures have been developed to test these hypotheses.
From a review of the literature describing these methods, it becomes apparent
that most assessment techniques are based on analyses of CNS metabolites,
neuroendocrine responses, allergic reactions and food toxicity, and the effects of
toxic trace elements. Some of the most current methods are described below,
excluding their minute technical details.

Central Nervous System Metabolites
3-Methoxy-4-Hydroxyphenylglycol (MHPG)

Central nervous system (CNS) norepinephrine (NE) has been known to
maintain a wide range of behaviors, including aggression, motor activity, sleep,
arousal, memory, learning, and anxiety (Cooper, Bloom, & Roth, 1982). These
behaviors have been known to be widely affected by the ingestion of psycho-
tropic drugs (Seiden & Dykstra, 1977). MHPG, a metabolite of NE thought to
reflect CNS NE activity, has been measured in childhood depression (McKnew
& Cytryn, 1979), in attention deficit disorder with hyperactivity (Brown, Ebert,
Hunt, & Rapoport, 1981), in infantile autism (Young, Cohen, Caparulo, Brown,
& Maas, 1979), and in congenital sensory neuropathy with anhydrosis (Shekim,
Dekirmenjian, Daniel, & Koresko, 1980). This metabolite can be found in cere-
brospinal fluid, plasma, and urine.

Because of the ethical considerations and the methodological complications
of obtaining cerebrospinal fluid from children with psychiatric problems, and
because of the diurinal changes observed in MHPG, the most often used assess-
ment method is the measurement of 24-hour urinary excretion of the metabolite.
However, it is still unclear what percentage of urinary MHPG is derived from
CNS NE and what is contributed by the sympathetic peripheral nervous system.
Urinary MHPG has also been found to be positively correlated with age, body
surface, and urinary creatinine in normal children (Shekim, Javaid, Rutledge,
Bylund, & Davis, 1984). Boys excrete higher levels of MHPG than girls.

The measurement of urinary MHPG in children has become increasingly
popular in the last decade because of its potential utility in the diagnosis of
several childhood psychopathologies. To date, pertinent findings show a gener-
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ally decreased level of CNS NE-derived MHPG in autistic children (Young et al.,
1979), in response to various types of stress in normal children (Sweeney, Maas,
& Heninger, 1978), in chronic depression (McKnew & Cytryn, 1979), in a hypo-
manic child (McKnew & White, 1974), and in hyperactive children (Shekim,
Javaid, Dekirmenjian, Chapel, & Davis, 1982). The reliability of these measure-
ments has yet to be established unequivocally.

Dopamine--Hydroxylase (DBH)

DBH is an enzyme involved in the conversion of dopamine into nor-
epinephrine and is present in the plasma at genetically-determined constant
levels from about age 6 (Ciaranello & Boehme, 1981). Although it is still unclear
whether its presence in the plasma is related to central or peripheral nor-
adrenergic activity (Rush & Geffen, 1980), a deficiency in DBH may well be
related to the dopamine hypothesis of schizophrenia and to the norepinephrine
hypothesis of depression. Biochemical theories would predict lower levels of
DBH activity in autistic children than in normal controls (Young, Kyprie, Ross,
& Cohen, 1980), elevated DBH levels in functional psychosis (Belmaker, Hattab,
& Ebstein, 1978), and elevated levels of DBH in children with attention deficit
disorder (Mikkelsen, Lake, Brown, Ziegler, & Ebert, 1981). Finally, a recent
study found lower plasma DBH levels in children with conduct disorders (un-
dersocialized) than in children with conduct disorders (socialized) and normal
controls (Rogeness, Hernandez, Macedo, & Mitchell, 1982). Findings, however,
are still quite disparate.

The method used to measure DBH levels in the plasma is highly technical
and involves conducting a photometric assay of plasma samples drawn peri-
odically (for up to a year) to obtain meaningful reliability coefficients (e.g., r
= .97 after one year). Details regarding the assay can be found elsewhere
(Nagatsu & Udenfriend, 1972). This specific assay was used to differentiate two
groups of children hospitalized for psychiatric reasons (Rogeness, Hernandez,
Macedo, Mitchell, Amrung, & Harris, 1984). The group that evinced zero plasma
DBH levels displayed significantly higher levels of aggression and disturbance
than did children with higher plasma DBH levels (>15 pM/min/L).

Consideration must be given to the medical regimens administered to the
assessed patients and their effect on plasma DBH. Whereas Fujita, Ito, Maruta,
Teradaire, Beppu, Nakagami, and Kato (1978) found no significant effects of
neuroleptics on plasma DBH activity, DeLisi, Phelps, Wise, Apostoles, Bigelow,
& Wyatt (1981) found a 27% decrease in DBH associated with these drugs. Also,
Rapoport, Quinn, and Lamprecht (1974) found that methylphenidate and im-
ipramine increased DBH activity. Given further investigation, this index could
prove very useful in predicting symptomatic clusters in children with psychiatric
disorders.

Phenylethylamine (PEA)

B-Phenylethylamine (PEA) is a monoamine present in the brain and synthe-
sized in the tissue by the decarboxylation of phenylalanine. It also has a struc-
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ture almost identical to that of amphetamine. Whereas, compared to catechol-
amines, the urinary and brain concentrations of PEA are very low, the exact role
of PEA in normal humans is not known. However, increased urinary PEA
excretion was found in paranoid schizophrenics (Potkin, Karoum, Chuang, Can-
non-Spoor, Phillips, & Wyatt, 1979) and decreased PEA in adult depressives
(Sabelli & Mosnaim, 1974). Also, the administration of amphetamine to children
with attention deficit disorder resulted in a significant increase in urinary PEA
excretion.

Urinary PEA excretion is measured over a 24-hour period. Urine collections
are made under the supervision of staff in order to obtain the entire quantity
excreted. Samples are analyzed by means of a gas-chromatographic-mass-frag-
mentographic method. Details of this procedure and necessary instrumentation
can be found elsewhere (Karoum & Neff, 1982). The assayed compounds usually
include PEA, creatinine, and tyrosine. In order to control for the dietary effects
of protein ingestion, urinary excretion of phenylalanine (the precursor amino
acid from which PEA is derived) is also measured.

Preliminary studies (Zametkin, Brown, Karoum, et al., 1984a; Zametkin,
Karoum, Rapoport, Brown, & Wyatt, 1984b) found that children with attention
deficit disorder with hyperactivity excreted less PEA over a 24-hour period than
did normal controls matched for age and gender. Urinary excretion of phe-
nylalanine was not significantly different. Although the underlying mechanism
for these findings has not been identified yet, it appears that urinary PEA could
serve as a diagnostic marker for some childhood disorders.

Platelet 5-Hydroxytryptamine (5-HT)

The metabolite of serotonin, 5-HT, has been found in increased levels in the
blood platelets of patients diagnosed with infantile autism (Boullin, Coleman, &
O’Brien, 1970). Consequently, the blood platelet was considered a model com-
parable to the neuron in the CNS, reflecting the activity of the metabolite in the
brain’s reticular formation. Attempts have been made to use blood-platelet 5-HT
uptake and efflux as a diagnostic marker for childhood psychosis (Boullin, Cole-
man, O’Brien, & Rimland, 1971; Rimland, 1976). The complicated laboratory
procedure involved in cell resuspension and liquid scintillation spectrometry
will not be detailed here. Although elevated serotonin efflux was found in
platelets of infantile autistic children in the aforementioned studies, other re-
searchers (Yuwiler, Ritvo, Geller, Glousman, Schneiderman, & Matsuno, 1975)
failed to replicate these findings, leaving the diagnostic utility of 5-HT equivocal.

NEUROENDOCRINE RESPONSES

Dexamethasone Suppression Test

The controversy over the existence of childhood depression as a separate
diagnostic category from the adult disorder may yet resurface. Nevertheless, the
biochemical assessment of depression in children and adults alike has focused
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on hypothesized abnormalities in the hypothalamic-pituitary-adrenal axis. The
most consistent observation regarding the neuroendocrine response of the de-
pressive appears to be the inability to suppress plasma or urinary cortisone (or
both) after a dose of 2 mg of dexamethasone. Several studies indicated that the
dexamethasone suppression test discriminated secondary unipolar depression
from primary depression of both unipolar and bipolar types (reviewed by
Schlesser, Winokur, & Sherman, 1980). Patients with bipolar primary depres-
sion and those with family-pure depressive disorder evince elevated levels of
serum hydrocortisone and frequent nonsuppression of serum cortisol after
dexamethasone.

The common procedure for the administration of the dexamethasone sup-
pression test has been described by Carroll et al. (1981). The specified dose of
dexamethasone (1-2 mg) is given on the evening before the serum-sample-
collection day. The plasma cortisol measures are determined by a competitive
protein-binding method. Hypersecretion of plasma hydrocortisone has been
found in depressive children (Puig-Antich, 1987). In one study (Poznanski, Car-
roll, Banegas, Cook, & Grossman, 1982), 18 depressive and nondepressive con-
trols were administered 0.5 mg dexamethasone. Whereas 5 out of 9 depressives
evidenced abnormal plasma-hydrocortisone-suppression responses, 8 out of 9
controls had normal suppression responses. The diagnostic utility of the sup-
pression test is still being evaluated.

Growth-Hormone-Releasing Products

Depressives with melancholic subtype have been reported to evidence
lower growth-hormone-releasing response to insulin-induced hypoglycemia.
Assessments of growth-hormone release in response to insulin in children with
major depressive disorders were carried out by Puig-Antich (in press). Hypo-
secretion of growth hormone after insulin differentiated children with melan-
cholic subtype from depressive children with nonmelancholic subtype and non-
depressed controls. It has been suggested that the growth hormone test has a
higher diagnostic sensitivity for prepubertal depression than for the adult mel-
ancholic subgroup (Cantwell, 1982).

ALLERGIC REAacTIONS AND FOoOD Toxicrty

Evidence is accumulating in support of specific adverse reactions to food
and to its additives in children diagnosed with hyperactive or attention deficit
disorder, conduct disorders, and autism. Several links between foods or food
additives and behavior problems have been identified. These associations have
been considered in the assessment and the prognostic evaluation of children
with a variety of behavior problems (Rimland, 1971). Unfortunately, the under-
lying mechanisms of such links often remain unknown. For example, allergy to
wheat in celiac children has been associated with disruptive behavior and autism
(Rimland, 1972). Corn, barley, oats, other grain cereals, and milk have been
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known to produce severe irritability and disruptive behavior in some children.
The assessment of these food allergies by the skin-scratch test, provocative food
testing (placement of suspected food substances in high concentration on
tongue), or the food-loading test (overfeeding of suspected food after absten-
tion) has proved, by and large, to be inconclusive (Rimland, 1972).

More recent assessment techniques designed to identify food allergies were
described by Trites, Tryphonas, and Ferguson (1980). The radioallergosorbent
test (RAST) screens serum samples for the presence of IgE reagenic antibodies.
The target serum sample’s reaction to specific food extracts is compared to the
reaction present in a reference serum. To obtain a range of allergic responses
(from 0 = no response to 4 = strong response), the test is carried out against a
serially diluted serum. Based on the RAST, Trites and colleagues (1980) reported
food allergy incidence rates of 77% in the learning-disabled in contrast to inci-
dence rates of 47% and 38% in hyperactives and emotionally disturbed children,
respectively. Strong negative correlations between these allergy scores and per-
formance on neuropsychodiagnostic tests were also reported for these clinical
populations.

Nutritional challenge tests have been designed to further assess the rela-
tionships between allergic responses to food additives and various behavior
disorders in children. Based on the work reported by Feingold (1973), attention
has been focused on over 2,000 food additives. The problem is thought to be
related to a cross-reactivity of yellow food dye (tartazine) with natural salicy-
lates. This reactivity would result in behavior and learning disturbances. Several
studies comparing the Feingold diet (devoid of food additives) with control
diets, and comparing challenges with artificial food dye to placebo, found signif-
icant reductions in behavior and learning problems after the ingestion of an
additive-free diet (Conners, Goyette, Southwick, Lees, & Andrulonis, 1976;
Harley, Matthews, & Eichman, 1978). However, recent reviews of pertinent
studies have reported inconclusive findings regarding the links between food
toxicity and childhood psychopathology (Conners, 1980; Lipton & Wheless,
1981).

Toxic Trace Elements

The search for trace elements and toxic heavy metals in the serum and hair
of children with learning disabilities (Pihl & Parkes, 1977), mentally retarded
children (Marlowe, Moon, & Stellern, 1983), delinquent and psychotic boys
(Rees, 1979), behaviorally disturbed children (Kracke, 1982), and autistic chil-
dren (Henderson, Brooks, Raynesford, & Upledger, 1980) has become a fre-
quently used tool in the diagnostic armamentarium of the child clinical psychol-
ogist. It has been repeatedly established that small quantities of lead in the blood
(20-40 pg/100 ml blood) can cause behavioral and cognitive impairment in the
child (Conners, 1984; Rimland & Larson, 1983). Moreover, even much lower
quantities of lead pose a significant hazard (Thatcher, Lester, Ignasias, &
McAlaster, 1980).

Analysis of hair strands of children with learning disabilities demonstrated
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that 98% of the sample could be differentiated from matched controls based on
the trace elements and heavy metal content in the hair (Pihl, 1979; Pihl & Parkes,
1977). The substances detected in greater quantity in learning-disabled children
in these studies included cadmium, lead, chromium, magnesium, and sodium.
Pihl (1979) suggested that the greatest impairment seems to be associated with a
combination of five trace elements.

Elevated levels of lead have also been found in hyperactive children (David,
Clark, & Voeller, 1972). More specifically, hyperactive children in whom an
organic basis for the disorder had been diagnosed evinced lower levels of lead
than those levels found in hyperactives without an apparent cause (David,
Hoffman, Sverd, & Clark, 1977). Unfortunately, the correlational nature of most
of these studies and the lack of adequate control groups leave these data requir-
ing further replication.

Strengths and Weaknesses

Not unlike the physiological assessment methods reviewed above, the
strengths of the biochemical approaches lie in their still unfulfilled promise.
Technological developments and the resultant ability to perform a wide range of
bioassays of nearly any by-product or metabolite of the nervous system opened
the door to identifying the biological substrates of various childhood psycho-
pathologies. General and noninformative diagnostic labels of the past are being
replaced with specific biochemical markers. Several of the assessment methods
have proved to have a good level of predictive validity. It is becoming in-
creasingly plausible to diagnose and chart a course of treatment for disturbed
children based on their bodily reactions to drugs, foods, toxic substances, and so
on. The biochemical assessment methods have added a diagnostic modality
necessary for a complete and useful diagnostic profile of the child.

Further study of these assessment tools is clearly indicated, however. Nu-
merous studies that have reported on advances in the biochemical assessment of
the psychologically disturbed child lack adequate methodology, controls, and
information regarding the procedures used. Often, studies are concerned pri-
marily with the mechanics of the assessment and pay little attention to the
specific behavioral context of the assessed. Stated differently, it remains difficult
to ascertain which specific behavioral dysfunction is associated with the result of
a given biochemical assessment procedure. Furthermore, continued replication
of the available data is called for to provide for adequate evaluation of the
reliability and validity of the various techniques. Last, the complexity and cost
involved in the administration of these diagnostic procedures limits their pres-
ent utility to the consumer.
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7 Behavioral Assessment

MARIBETH GETTINGER AND THOMAS R. KRATOCHWILL

INTRODUCTION

Interest in behavioral methods of assessment has been increasing rapidly. Al-
though considerable attention has already been directed toward the assessment
of adults, the development and the systematic evaluation of behavioral assess-
ment procedures for children have been slower to evolve. Only in recent years
have behavioral procedures been used for either the assessment and diagnosis
of psychopathology in children or the evaluation of the effectiveness of treat-
ments designed for children exhibiting behavior disorders (Mash & Terdal,
1981).

Behavioral assessment procedures can be characterized and contrasted with
traditional assessment approaches in several ways. The most fundamental dif-
ference stems from their theoretical conceptions of human behavior. Traditional
assessment is concerned primarily with underlying personality characteristics
that are linked to or that “cause” behavior. Assessment practices are directed
toward determining intraorganismic variables or traits that typically become the
focus of treatment efforts. Actual behavior is important only insofar as it reflects
the underlying cause. Behavioral assessment, in contrast, avoids references to
underlying traits. Instead, it focuses on the child’s behavior, as well as specific
circumstances or environmental variables surrounding the behavior; these ulti-
mately become the targets of intervention. Traditional approaches to assessment
conceive of behavior as being linked to enduring internal traits or personality
characteristics, thus remaining relatively consistent across situations or over
time. The behavioral approach, however, makes fewer inferential assumptions
about underlying traits and views behavior as a function of environmental deter-
minants; thus, a child’s behavior changes as the specific situational factors
change.

To a certain extent, these differing assumptions about children’s behavior
are reflected in the respective assessment techniques. Traditional approaches are
typically based on indirect measurement systems (e.g., interviews, projective
measures, and sentence completion), whereas behavioral assessment ap-
proaches emphasize situational specificity and obtain several direct samples of
behaviors across a number of settings, often through behavioral observation. In
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this regard it is relatively easy to differentiate traditional from behavioral assess-
ment simply on the basis of the techniques used. However, as child behavioral
assessment has been expanded to include a broader range of techniques (e.g.,
interviews, questionnaires, and self-report instruments), there is considerable
overlap in actual assessment practices. With the current emphasis on multi-
method behavioral assessment of children (Kratochwill, 1982), the difference
between traditional and behavioral assessment lies not so much in the methods
per se but in the way in which the data derived from assessment methods are
interpreted and used. Within a behavioral approach, all assessment data (e.g.,
self-reports, ratings by significant others, and observed behavior) are viewed as
samples of the child’s behavior under specific situational circumstances. The
data are, most importantly, used to identify both target or problem behaviors
and the environmental factors that maintain them. In the case of child psycho-
pathology, the data derived from multiple methods are integrated into a func-
tional analysis of the child’s behavior pattern, that is, a comprehensive view of
problem behaviors, their environmental determinants, and cognitive media-
tional variables. This analysis of psychopathological behaviors determines the
selection and implementation of appropriate treatment procedures.

Although there has been a lessening emphasis on direct observation as the
exclusive procedure in child behavioral assessment, observation of ongoing be-
havior remains the hallmark of behavioral methods. The focus of this chapter is,
therefore, primarily on the use of observational procedures in the diagnosis as
well as the evaluation of treatment in child psychopathology. Other assessment
methods that may be included as behavioral assessment techniques are the focus
of preceding chapters. Specifically, in this chapter, we (1) discuss behavioral
diagnosis and classifications in child psychopathology; (2) describe various ob-
servational methods and their clinical or research applications with children
exhibiting a range of behavior disorders; (3) address the issue of treatment
evaluation with particular emphasis on single-case evaluation designs; and (4)
conclude with a general discussion of the relative strengths and weaknesses of
behavioral assessment procedures in child psychopathology as well as consid-
erations for future directions in clinical applications and research.

DiagNoOsis AND CLASSIFICATION

Classification of childhood disorders is an important area of psychological
and psychiatric research, theory, and practice. Most contemporary diagnostic
systems can be traced to the German psychiatrist Emil Kraepelin (1856-1926),
who is credited with developing a system that has had a profound impact on the
diagnostic process (Kazdin, 1978). In this regard, Kraepelin’s system and his
basic approach to mental disorders have been retained, to some degree, in past
and current editions of the Diagnostic and Statistical Manual of Mental Disorders of
the American Psychiatric Association (DSM-I, DSM-II, and DSM-III). In this
section, three approaches to the classification of childhood psychopathology are
reviewed briefly. First, we review clinically derived systems such as those devel-
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oped by the American Psychiatric Association (DSM-I, 1952; DSM-II, 1968; DSM-
111, 1980), the Group for the Advancement of Psychiatry (1966), and the World
Health Organization (see Rutter, Lebocici, Eisenberg, Sneznevskij, Sadoun,
Brooke, & Lin, 1969; Rutter, Shaffer, & Shepperd, 1975; Yule, 1981). A second
approach has been based on empirically derived classification .efforts and is
oriented toward classifying various behavior disorders in children (e.g., Achen-
bach & Edelbrock, 1978; Quay, 1979). Third, we review some of the behavioral
diagnostic and classification systems that are currently proposed in the clinical
and applied literature. Each of these approaches is reviewed as it relates to the
classification of childhood psychopathology.

Clinically Derived Systems

Clinically derived systems initially evolved out of the observations of clini-
cians who noted the regularity with which certain characteristics of clients oc-
curred together. These characteristics were organized and served as the basis for
a diagnostic category. Although the DSM-III system has evolved from clinical
experience, various diagnostic categories have been influenced by years of em-
pirical research.

To aid in the understanding of the context for the development of DSM-III,
it is important to provide a brief overview of the efforts to develop criteria for
reaching a diagnosis. Initially, a group of researchers at Washington University
developed diagnostic criteria for use in psychiatric research (Feighner, Robins,
Guze, Woodruff, Winokur, & Munoz, 1972). Although only a small number of
disorders (16) were developed, the criteria were designed to permit the identifi-
cation of homogeneous clinic populations. The importance of these criteria
should be considered within the context of the overall unreliability of the diag-
nostic systems used during that time (e.g., the DSM-II). Because the DSM-II was
characterized by a great deal of unreliability, the Feighner et al. (1972) criteria
were established so that more reliable diagnosis could occur. Subsequently,
criteria based on the Feighner et al. work were expanded and are referred to as
the Research Diagnostic Criteria (RDC; Spitzer, Endicott, & Robins, 1978). The
RDC were also developed because of some dissatisfaction with the traditional
problems with the DSM-II. In fact, both criteria have been used as a blueprint for
the development of the DSM-III.

DSM-I11

The DSM-III provides clinicians and researchers with a framework for mak-
ing a diagnosis of mental, medical, and psychosocial conditions presented by
individuals within several diagnostic “axies.” The multiaxial diagnostic system
used within DSM-III includes the following components:

Axis 1 Clinical Syndromes. Conditions not attributable to a mental disorder that
are the focus of attention or treatment.

Axis 2 Personality Disorders. Specific developmental disorders

Axis 3 Physical Disorders and Conditions
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Axes4and 5 Available for use in special clinical and research settings and provide
information supplementing the official DSM-III diagnoses (Axes 1, 2, and 3) that may
be useful in planning treatment and predicting outcome.

Axis 4 Severity of Psychosocial Stressors

Axis 5 Highest Level of Adaptive Functioning Past Year (American Psychiatric
Association, 1980, p. 23)

The multiaxial format broadens diagnostic assessment beyond the more
clinical syndromes apparent in earlier classification systems. Chapter 3 of this
book provides an overview of the major child and adolescent diagnostic catego-
ries of the DSM-III.

Considerations in Use of Clinically Derived Systems

One of the major concerns over the development and use of DSM-III is that
it embraces a categorical approach to the diagnosis of disorders. This is reflected
in the following perspective offered by Spitzer, Sheehy, and Endicott (1977):

The justification for using a categorical approach in DSM-III which treats psychiatric
conditions as separate entities, noting entity status if not denoting it, lies in the prac-
tical utility of such typology for communication, treatment, and research, despite the-
oretical limitations. Furthermore, the history of medicine attests to the value of cate-
gorical subdivision in the discovery of etiology in treatment. (p. 6)

In this regard, many of the criticisms of the DSM systems have surrounded the
medical conception of diagnosis. For example, Begelman (1976) noted nine crit-
icisms of the DSM systems:

Relying excessively on the medical model of abnormal behavior.

. Facilitating the stigmatization of individuals.

. Employing debatable theoretical notions.

. Demonstrating poor or low reliability and validity.

. Having little relevance toward prognosis, treatment, and future prediction of
behavior.

Dehumanizing the client/therapist relationship.

. Exhibiting poor consistency of categorical groupings.

. Promoting biases that stem from arbitrary decision rules.

. Promoting a perception of homogeneity among individuals labeled the same.
(pp. 23-24)

LR W=

0 ® NS

One of the major criticisms of DSM-III has been advanced by McReynolds
(1979), who noted that the medical model is no longer useful in application to
social-psychological problems. In addition, McLemore and Benjamin (1979)
noted that the DSM-III system relies very heavily on clinical judgment despite
the use of global ratings of the severity of psychological stressors and the clients’
highest level of adaptive functioning during the past year. They also noted that
DSM-III can be criticized for categorizing individuals in terms of broadly defined
illnesses. Like McReynolds (1979), they also noted that DSM-III generally ne-
glects social-psychological variables in the diagnosis of interpersonal behavior.

Perhaps one of the major criticisms of DSM-III is that it is somewhat im-
precise with respect to prevalence estimates of the various childhood disorders
(Yule, 1981). Yule drew attention to the meaninglessness with which attempts
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are made to show prevalence estimates of various disorders (e.g., separation
anxiety disorder is considered ““apparently not uncommon”).

Despite these difficulties, the DSM-III system does have several positive
features (Kazdin, 1985). First of all, it is somewhat atheoretical despite embrac-
ing a medical model in that emphasis is placed on symptoms rather than on the
etiology of the problem. For example, in the case of elective mutism, various
characteristics of children who display this disorder are described and could
become the focus of treatment independent of theoretical persuasion. Second,
each disorder is accompanied by a rather comprehensive description, including
such factors as age of onset, course, impairment, familial patterns, and criteria
for differential diagnosis. Unfortunately, in the childhood area, there is little
information on many of these dimensions. Third, it is apparent that specific
diagnostic criteria are available for disorders even though many are based on
global and subjective opinion. Fourth, as emphasized above, the system is mul-
tiaxial, including various facets of the problem and circumstances that may be
relevant to treatment planning.

Kazdin (1983) also emphasized that it is important to take into account the
diagnostic levels of understanding and interpretation of the DSM-III system in
behavioral assessment. In fact, he argued that the various diagnostic levels of
understanding can help behavior therapists to use the DSM-III system to identi-
fy target behaviors for treatment and even to consider thé covariation among
different target behaviors (Kazdin, 1982). The first level of understanding is the
notion of symptom, which refers to specific overt behavior, affect, or cognition or
some other indication that the individual has some type of presenting problem.
Second, DSM-III can be analyzed in terms of syndromes, or the constellation of
symptoms that covary within a particular disorder. As Kazdin (1983) empha-
sized, the concept of syndrome is not necessarily associated with a disease model
but can be empirically described in terms of general behavior disorders studies
(see our later discussion of behavior disorders studies). A third level of under-
standing is associated with the concept of a disorder that extends beyond the
notion of a syndrome and apparently depends on the hierarchical organization
of the condition. For example, in the case of an affective condition, an individual
would order affective disorders hierarchically ahead of anxiety disorders be-
cause the features of the latter occur in individuals with the affective disorders,
but not necessarily in reverse. Finally, the concept of disease can be considered
within the DSM-III system where there is an identifiable underlying physiologi-
cal basis for the problem (e.g., mental retardation). Although DSM-III does not
embrace a disease model, it is important to realize that medically related disor-
ders have certain disease courses that are important to understanding their
treatment and prognosis. Perhaps one of the major advantages of DSM-III is that
it provides some way of organizing a wide variety of childhood and adolescent
disorders for research purposes.

General Behavior Disorders Studies

An alternative approach to the DSM-III system is based on multivariate or
empirically derived statistical approaches that serve as an organizational scheme
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for a variety of child and adolescent problems. This rather large literature has
been developed by researchers using a variety of rating scales and checklists to
sample problem behavior (Achenbach, 1974; Achenbach & Edelbrock, 1978;
Quay, 1979; Ross, 1980; Yule, 1981). In one of the early studies in this area,
Ackerson (1942) identified 125 behavior problems that were recorded in case
records of a sample of 3,000 male and female children between the ages of 6 and
17. Ackerson (1942) computed the intercorrelations among the various behav-
ioral problems and found that there were a number of disorders that tended to
be highly interrelated. More recent reviews of this literature (e.g., Quay, 1979)
suggest that a number of dimensions of behavior occur regardless of the data
used and the child sample employed. These usually consist of conduct disor-
ders, anxiety withdrawal, immaturity, and socialized aggression. Other writers
have found two broad dimensions of behavior consisting of uncontrolled (e.g.,
aggression and conduct disorder) and overcontrolled (e.g., inhibited and shy-
anxious) (Achenbach & Edelbrock, 1978; Ross, 1980).

Several positive features of the multivariate statistical approach to the classi-
fication of behavior disorders have been identified (Kazdin, 1985; Quay, 1979;
Ross, 1980). To begin with, in contrast to the DSM-III system, empirical data are
gathered to support the dimensions that exist on various observable constella-
tions of behavior. In fact, this form of classification system permits some estima-
tion of the reliability of the various dimensions. Ross (1980) also noted that the
mutivariate statistical approaches permit a reliable and valid method for classify-
ing the behavior of children and that such an approach confirms that the behav-
ior of such children is not qualitatively different than the behavior of normal
children. That is, these behaviors lie on a continuum, and the dimension of
having too much or too little emphasizes the impact of judgment from signifi-
cant others in the diagnostic decision-making process. The development and
refinement of various assessment devices represent another significant positive
feature of these approaches (Kazdin, 1985). Within this context such assessment
devices as checklists and rating scales can sample a broad range of symptomatic
behaviors that might be missed through other approaches.

Despite these positive features a number of significant limitations have also
been noted. To begin with, the various symptoms that are identified could
reflect the types of subjects used in this line of research (Ciminero & Drabman,
1977). This is really a problem of generalizability and may be addressed in future
research in this area. Second, some concern has been expressed about the use of
factor analysis in the development of classification systems (Yule, 1981). It is
apparent that certain clusters of behavior can be labeled quite differently across
various investigations (Ross, 1980). Moreover, it is possible that, depending on
how the items are developed in the scales, certain behavior dimensions may not
emerge. A third problem with work in this area is that the methods of assess-
ment are indirect in that they do not depend on the observation of behavior in
the natural environment. Few studies have made comparisons of the various
checklist ratings with direct observation of the child’s behavior in home and
school settings to validate the classification systems. The major positive feature
of the general behavior disorders approach is the consistency with which many
different individuals have found similar types of behavior problems. In addition,



BEHAVIORAL ASSESSMENT 137

the general behavior disorders studies provide a much more comprehensive
evaluation of various diagnostic categories of child and adolescent psycho-
pathology when compared to the DSM-III system (Kazdin, 1985).

Behavioral Classification Systems

Traditionally, behavior assessors have taken a very negative perspective on
traditional diagnostic classification systems. In fact, behavior therapists have
typically adopted traditional diagnostic systems out of clinical convenience
rather than actively embracing any particular system. In contrast to traditional
diagnosis, behavioral assessors have tended to analyze child and adolescent
problems in terms of deficits, excesses, inappropriate stimulus control, and
aversive response repertoires (e.g., Bandura, 1969; Bijou & Grimm, 1975; Kaz-
din, 1985; Kratochwill, 1982). An example of this approach is the perspective of
Marholin and Bijou (1978), who noted that ““diagnosis or assessment is . . . ori-
ented towards obtaining the kinds of information or data that can be directly
used to develop and guide a treatment program” (p. 15).

It is important to reemphasize that the behavioral approach tends to depart
from traditional diagnosis in terms of embracing specific diagnostic categories
and of using underlying dynamics to explain behavior. In contrast to the ad-
herents of traditional systems, behavioral assessors typically focus on specific
target behaviors and on the environment in which the individual performs.

Over the past several years, several formal classification systems have been
developed for use in research and practice by behavioral assessors (Adams,
Doster, & Calhoun, 1977; Kanfer & Saslow, 1969; McReynolds, 1979). One of the
more formal diagnostic assessment models was originally developed by Kanfer
and Saslow (1969). These authors identified seven specific areas that can be used
to guide assessment across many different types of childhood and adolescent
problems:

1. Initial analysis of the problem situation, in which the various behaviors that
brought the client to treatment are specified.

2. A clarification of the problem situation, in which various environmental variables
are specified.

3. A motivational analysis, in which reinforcing stimuli and punishing stimuli are
identified.

4. A developmental analysis, in which biological, sociological, and behavioral
changes of potential relevance to treatment are identified.

5. An analysis of self-control, in which the situations and behaviors the client can
control are identified. _

6. An analysis of social situations, in which the interpersonal relationships of the
individuals in the client’s environment and their various aversive and reinforc-
ing qualities are specified.

7. An analysis of the social-cultural physical environment, in which normative stan-

dards of behavior and the client’s opportunities for support are evaluated. (pp.
433-437)

This model provides information on targets for the modification of behavior and
a framework for organizing a client’s behavior during assessment and treatment.
Nevertheless, it does not provide a method of combining the data (Dickson,
1975).
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Another system, called the Psychological Response Classification System
(PRCS), is designed to classify responses rather than clients (Adams et al., 1977).
The PRCS is similar to many of the multivariate statistical techniques described
above. In the development of the PRCS system, Adams et al. (1977) concep-
tualized a motor-perceptual, biological, cognitive, and emotional response sys-
tem format. The PRCS system has some specific aims that are delineated as
follows:

One is to take arbitrary assumptions regarding distinctions between normal and abnor-
mal responses out of the alpha level of classification. Unless it is empirically demon-
strated to be otherwise, abnormal behavior is considered to be an extension of normal
behavior and similar in kind. Many difficulties have arisen from attempts to classify
symptoms as distinct from nonsymptomatic behavior. It is not the proper role of the
alpha level classification scheme to make value statements about what is normal and
abnormal. Abnormal behavior can be defined only in the context of what is normal,
which is an empirical question. (p. 67)

Thus, like some of the advantages that have been proposed for the multivariate
classification schemes discussed above, the PRCS conceptualizes deviant behav-
ior as falling on a continuum with normal behavior.

Another system (McReynolds, 1979) is a “‘social behavioral classification
system’” of behavioral disturbances. The approach incorporates a social-psycho-
logical perspective in that clients are identified for treatment because their ac-
tions are presumed to be disturbing to themselves or to others. In this regard,
one individual presents a behavioral disturbance to another in two ways. First,
“the first person(s)’ actions disturb the second since it is the presence of re-
sponses or behavior patterns that is disturbing.” Second, “’there is an absence of
specific responses or response patterns, and the failure of the designated de-
viant to engage in certain behaviors poses the disturbance” (McReynolds, 1979,
p. 120). Behavior is then classified as an excess or deficit on five behavioral
dimensijons (frequency, duration, magnitude, latency, and context). Moreover,
behavior is divided into cognitive, affective, motor, and psychosomatic actions.
The 2 X 5 X 4 classes allow the identification of 40 behavioral events that can be
used to identify deviant behavior.

The aforementioned behavioral classification systems provide some in-
teresting alternatives for the classification of psychopathology in children. It
must be emphasized that each of these systems has generally grown out of a
dissatisfaction with some of the traditional schemes that have been employed in
the clinical literature (e.g., DSM systems). Yet, despite some possible advan-
tages that these systems may have, there is a paucity of research to support their
use in both research and practice. In almost all cases, we do not have informa-
tion on the reliability and the validity of these approaches (Kazdin, 1985).

OBSERVATIONAL METHODS IN ASSESSMENT OF CHILD
PsYCHOPATHOLOGY

Descriptions of Observational Methods

As noted earlier, behavioral assessment refers to a diverse set of methods that
vary in terms of focus, clinical application and utility, and psychometric proper-
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ties. Cone (1978) made a distinction between indirect and direct assessment
methods. Indirect procedures include interviews, questionnaires, ratings, and
checklists, involving self-reports as well as reports from others. Several of these
methods of assessment have already been addressed in other chapters of this
volume. Such assessment methods are considered indirect in that measures of
relevant behaviors are obtained at a time and place different than when the
actual behaviors occur. Interviews and self-reports provide verbal descriptions
of the target behaviors; other-reports, ratings, and questionnaires provide retro-
spective descriptions in which a significant person in the child’s environment
(parent or teacher) evaluates or provides information relative to a child’s behav-
ior based on previous observations. Direct assessment procedures, however,
allow for the assessment of clinically relevant behaviors at the actual time and
place of their occurrence. These direct methods include naturalistic observation,
analogue assessment, participant monitoring, and self-monitoring. This section
focuses specifically on these direct observation procedures, including their
clinical and research applications with several categories of childhood behavior
disorders. A wide range of observational procedures have been used in assess-
ing children exhibiting diverse problems. An extensive discussion of several
methodological issues surrounding the use of these procedures is beyond the
scope of this chapter; however, sensitivity to the issues discussed is a critical part
of any observational assessment of children.

Naturalistic Observation

Direct observation of a child’s behavior in his or her natural environment is
at the core of behavioral assessment techniques in child psychopathology. Natu-
ralistic observations provide a sample of the child’s behavior in the environment
where the behaviors have been identified as being a problem (e.g., home or
school). Because target or “abnormal” behaviors of the individual child are
operationally defined, are observed by trained observers or clinicians who may
not be part of the natural environment, and are recorded according to a specified
set of rules, naturalistic observation is considered the least inferential of the
available assessment techniques. Furthermore, because child behaviors are often
influenced by other significant individuals or stimuli and events in the environ-
ment, naturalistic observation systems typically include the recording of these
environmental factors, thus allowing for an assessment of the functional rela-
tionship between psychopathological behaviors and antecedent or consequent
variables that may be maintaining their occurrence.

The distinguishing characteristic of naturalistic observation, as noted above,
is that a direct sample of behavior is obtained. There are a variety of techniques
for recording behaviors that frequently incorporate some time-sampling compo-
nent in which observation periods are divided into several shorter intervals or
segments. The recording of the number of times a discrete behavior, such as a
tic, occurs within a specific interval of time is a frequency count. For example,
Barton and Madsen (1980) recorded the number of times a mentally retarded
child wiped his face during each treatment—observation session, thus obtaining
a frequency measure of his excessive drooling. Interval recording also yields
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information concerning the rate of occurrence of a behavior; however, the rate is
typically expressed in terms of the number or percentage of time intervals dur-
ing which the behavior occurs. Continuous, frequent behaviors, such as self-
stimulatory behaviors, are most appropriately recorded by means of interval
recording. Romancyzk, Kent, Diament, and O’Leary (1973) described a behav-
ioral observation system using interval recording in which several disruptive
classroom behaviors are observed simultaneously during 20-second intervals.
Observers circle the codes for behaviors that occur during each interval.

When target behaviors are discrete and of relatively long duration, such as
temper tantrums, a duration recording may provide more relevant diagnostic
information. Duration recording involves a direct measure of the amount of time
(usually measured with a stopwatch or an electronic timing device) during
which a child engages in a behavior. For example, Sanok and Ascione (1978)
measured the time that elapsed between placing food on a 5-year-old girl’s plate
and having no food remaining on the plate. This duration measure was deemed
appropriate in that the length of mealtimes had been targeted as one of the most
troublesome aspects of the child’s behavior. A related duration measure, latency
recording, allows an assessment of the amount of time that elapses between a
particular event or stimulus and the onset of the response. The number of
minutes it takes for a noncompliant child to respond to a request from his or her
parents and the number of seconds that elapse between a clinician’s question
and an autistic child’s verbal response are examples of latency recording.

Finally, continuous or high-frequency behaviors are often recorded by
means of a momentary time-sampling procedure. With this observational meth-
od, the observer notes the occurrence or nonoccurrence of a particular behavior
at a predesignated point in time. Kubany and Sloggett (1973) described a mo-
mentary time-sampling procedure in which a teacher was signaled by a timer
every 4, 8, or 16 minutes to note whether a target child was displaying non-
disruptive behavior at the time of the signal.

Although direct naturalistic observation is a preferred method for the as-
sessment of behavior disorders in children, several sources of error are associ-
ated with naturalistic observation (Hartmann, 1984; Haynes, 1983; Kratochwill,
1982). First, error in observational measures may be attributed to the observers
themselves, especially when the observers are significant adults in the child’s
environment, such as parents. Sources of error within observers may be due to
inadequate training with the observational system, observer bias or drift, or the
extent to which the observer’s characteristics or behavior may affect the target
child’s behavior (Wasik & Loven, 1980). Second, the data derived from natu-
ralistic observations may be influenced by the observational procedures (e.g.,
the complexity of the coding system, the specificity with which clinically rele-
vant behaviors are defined, and the method of recording observations), as well
as environmental variables (e.g., the context in which the observation occurs or
the scheduling of observation periods) (Foster & Cone, 1980). Finally, a source of
error particularly relevant in naturalistic observation, which is independent of
the observers or the observational techniques, is reactivity. Reactive effects occur
when the actual process of observing behavior in itself alters the characteristics
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or rate of the observed behavior. Reactivity poses a threat to the validity of the
resulting observations; that is, the sample of behavior derived from naturalistic
observations may not be representative of the behavior when it is not observed
(Haynes & Horn, 1982).

Despite these methodological issues, naturalistic observation does provide
valuable information for child behavioral assessment. Cost-efficiency factors are
clearly important when considering the use of naturalistic observation. One
disadvantage of behavioral observations in the natural environment is that the
target behavior may not occur during the designated observation periods; thus,
the use of naturalistic observation may become time-consuming and expensive.
These concerns have resulted in the development and the increased use of
alternative ways of collecting data about the behavior that generalize to the
natural environment.

Analogue Observation

Rather than observing a child’s behavior in the natural environment, obser-
vations can be made in an analogue or simulated setting. Analogue observation
involves the direct observation of children’s behavior in settings that are struc-
tured specifically to occasion the target behavior. Typically, the child is re-
quested to role-play or to behave as if she or he is in the natural environment.
Analogue observations are particularly useful when the target behavior is of low
frequency or is subject to reactivity and thus may not occur in the naturalistic
setting during a designated observation period. It is also useful when the target
behavior is difficult to observe in the natural environment because of physical
restraints. An additional advantage of analogue assessment is that it affords
more control and standardization of salient situational or task variables than the
natural environment.

Analogue observations may involve situation analogues, in which the child
is assessed in simulated situations or environments such as a simulated school
setting (Allyon, Smith, & Rogers, 1970) or a structured playroom (Rekers, 1975),
or stimulus analogues, in which the child is assessed interacting with relevant
stimulus persons or objects typically present in the natural environment, such as
role playing. Matson and Ollendick (1976) used analogue assessment pro-
cedures to observe instances of low-frequency biting in children. The parents
reported that biting occurred when the children did not get their own way and
became frustrated. Play sessions were simulated during which parents deliber-
ately took toys away from the children. These structured play settings were
designed to increase the probability that biting would occur and therefore facili-
tated the observation of the otherwise low-rate behavior that was targeted for
treatment.

Observational methods used in analogue situations are similar to the meth-
ods described for use in naturalistic settings and involve the recording of the
occurrence of operationally defined behaviors during short time intervals. Ana-
logue observation is also subject to sources of measurement error similar to
those that occur in naturalistic observation. One major concern about analogue
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assessment is its criterion-referenced validity and consequent degree of gener-
alizability from the contrived setting to the natural environment (Bellack,
Hersen, & Lamparski, 1979; Hughes & Haynes, 1978). For example, observa-
tions and ratings of children’s assertive behaviors during analogue role-play
situations were not found to be strongly associated with observations in natu-
ralistic settings (Van Hasselt, Hersen, & Bellack, 1981). Conversely, Reisinger
and Ora (1977) documented strong agreement between observations of mother—
child interactions obtained in analogue clinic settings and those obtained in the
natural home environment. Thus, although an examination of the external valid-
ity among researchers has not revealed consistent results, Foster and Cone
(1980) noted that the threat to generalizability of analogue observational data
does exist, and that clinicians who use analogue observations should attempt to
identify and control those variables that affect generalizability. According to Nay
(1979), the correspondence between analogue and naturalistic observation set-
tings varies as a function of the similarities in their physical characteristics, in the
individuals who are present, and in the obtrusiveness of the observation pro-
cedures. Therefore, a check on the validity of the analogue observations should
be made initially by comparing the target behavior’s occurrence in the contrived
setting with its occurrence in the natural environment.

In brief, analogue observations provide several assessment options for chil-
dren exhibiting behavior disorders. Relative to naturalistic observations, ana-
logue assessment may be less costly and more efficient for the clinician in-
terested in obtaining data relevant to specific target behaviors.

Participant Observation

Another alternative to the use of naturalistic observation, in which observ-
ers trained in the use of observational coding systems conduct the observations,
is to have individuals who are normally part of the child’s environment (e.g.,
parent, teacher, or caretaker) observe and record the child’s behavior. Partici-
pant observation or monitoring has frequently been used to decrease the ex-
pense of naturalistic observation and to reduce the potential reactivity to
obtrusive observational procedures. For example, Wells, Griest, and Forehand
(1980) successfully taught parents to monitor their own behavior as well as their
children’s behavior after the initial identification of two or three target behaviors
of concern to them. In addition, Wells et al. had parents record classes of events
occurring before and after the target behaviors to obtain information relative to a
functional analysis of the behaviors.

As with analogue observation, participant observation has several clear
advantages over naturalistic observation. It is a cost-efficient method of gather-
ing assessment data that are useful for evaluating low-rate behaviors or behav-
iors that may be highly reactive to external observers. Although it may appear
particularly promising for clinical assessment, participant behavioral recording
is subject to several sources of error that can limit its utility. Perhaps the greatest
potential sources of error are those related to observer characteristics, especially
observer bias and observer inaccuracy. Wells et al. (1980), for example, reported
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only moderate correlations (.47 to .64) between parental recorded behavior of
children and independent observer ratings of the same behaviors. Haynes and
Wilson (1979) attributed observer bias to several factors, including (1) the history
of interaction between the observer and the child; (2) the influence of a diag-
nostic label placed on the child, such as autistic, retarded, or hyperactive; and (3)
the anticipated use or potential impact of the observational data. Observer inac-
curacy is most often attributed to insufficient or inadequate training. Although
Broden, Hall, and Mitts (1971) suggested that a high degree of accuracy in
participant observation (specifically, parental monitoring) may not be necessary
to obtain treatment effects, it is important if the observational data are used for
the assessment of psychopathology in children. Clinicians, therefore, need to
focus considerable attention to the development of techniques to train partici-
pant observers when observational data are used as the primary source of as-
sessment information. The susceptibility of participant observation to observer
bias justifies its use as a supplementary rather than a primary assessment
procedure.

Self-Observation

Self-monitoring is another direct method of assessment that requires the
child to observe his or her own behavior and then to record its occurrence. Thus,
like the other observation procedures described, it involves observation and
recording of clinically relevant behaviors at the time of their occurrence. Many
different types of recording devices have been used with children, including
diaries for narrative recordings, counters or check marks for frequency counts,
and meters or timers for duration recordings (Kratochwill, 1982). Although self-
monitoring procedures have been used successfully with both children and
adults, Shapiro (1984) offered several considerations when using self-observa-
tion with young children. These are also particularly relevant to its use with
children of all ages who exhibit behavior disorders. First, the target behaviors
should be clearly defined and understood by the child. This can be achieved by
providing descriptions or pictorial representations of the target behaviors that
are appropriate to the child’s level of comprehension, and by limiting the
number of target behaviors to no more than two at a time. Successful self-
monitoring is facilitated through the use of uncomplicated recording procedures
for simple, well-defined behaviors. Second, children should be prompted with
appropriate visual or verbal-auditory cues (e.g., tape-recorded tones) to use the
self-monitoring procedure. Finally, reinforcement contingencies for accurate
self-observation and self-recording increase the overall accuracy of the self-
monitoring procedure.

Specific methods of self-monitoring reported in the literature have varied
considerably, depending on the characteristics of the children, the dimensions
of the target behavior, and aspects of the environment. Furthermore, self-
monitoring has been used with a wide range of behaviors and has been applied
to a variety of child populations, including retarded, emotionally disturbed, and
hyperactive children. Kunselmann (1970), for example, described the use of
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simple stick-figure drawings representing the target behaviors to be observed by
the child. Children placed a mark next to the appropriate picture whenever the
target behavior occurred. Shapiro, McGonigle, and Ollendick (1980) used a self-
monitoring procedure with mentally retarded and emotionally disturbed chil-
dren who observed and recorded their own on-task behavior by placing stars on
assignment sheets. Children have also self-recorded the occurrence of nervous
tics by putting tally marks on an index card they carried in their pockets (Ollen-
dick, 1981).

As with the other observation procedures, there are concerns related to the
reliability and the validity of self-monitoring. The most prevalent threat to the
validity of self-monitoring is reactivity. Self-monitoring often results in a behav-
ior change in the child because of the self-observation process. These reactive
effects may be so influential that self-monitoring in itself is frequently used as an
intervention technique (Kratochwill, 1982). Reactivity is a primary concern in
assessment because it alters the resulting estimates of the target behavior, which
may not accurately reflect the child’s behavior when he or she is not self-
monitoring. Several factors have been identified that may influence the occur-
rence of reactive effects. Because reactivity occurs inconsistently within children,
it is important to understand and ultimately to control these factors that affect
reactivity. Such factors include the valence of the target behavior (e.g., desirable
behaviors increase while undesirable behaviors decrease following self-monitor-
ing), the reinforcement contingencies associated with accurate self-monitoring,
the nature of the recording device (e.g., Nelson, Lipinski, & Boykin, 1978, found
greater reactivity with hand-held versus belt-worn counters), and the time be-
tween the behavior’s occurrence and its recording (Hayes & Cavior, 1980;
Nelson, 1981).

An additional concern with self-observation is accuracy. In general, re-
search suggests that children can be trained to be accurate recorders of their own
behavior (Shapiro, 1984). Most studies have found acceptable levels of agree-
ment between self-recorded data and data derived from other concurrent assess-
ment procedures (e.g., permanent products, parent-teacher reports, and direct
observation). Accuracy can be enhanced by clearly defining the behaviors to be
observed, by prompting the self-observation, and by providing reinforcers for
accurate self-monitoring. Nonetheless, inaccuracy remains a possible threat to
the reliability of self-observational data, particularly among children exhibiting
behavior disorders.

In sum, self-observation, involving many different specific recording pro-
cedures, represents a direct means of assessing a wide range of child behavior
problems. Although there are several issues, including reactivity and accuracy,
that need to be addressed, self-monitoring is a clinically useful strategy for child
psychopathology assessment and treatment evaluation.

Research and Clinical Applications of Observational Methods

This section presents a sampling of observational techniques developed for
the assessment of behaviors in several areas of child psychopathology. The
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procedures are representative of the observational methods that have been ap-
plied in the empirical and clinical study of various categories of childhood disor-
ders and do not constitute an exhaustive survey.

Anxieties and Fears

Children’s fears and anxieties are commonly conceptualized as complex,
multiple-component response patterns. Each of three response components
(motor, physiological, and cognitive) is typically measured by an instrument
whose mode “matches” the component it is intended to assess (e.g., a self-
report mode is often used to assess the cognitive component of anxiety) (Cone,
1978). Overt, motoric aspects of fear and anxiety are the most extensively exam-
ined of the three response components, particularly among children. Direct
observation of the effects of anxiety on motor functioning and ongoing perfor-
mance is frequently used as a method of behavioral assessment.

One common observational measure of children’s fears and anxieties is an
analogue method called a behavioral avoidance test (BAT) (Lang, & Lazovik, 1963).
The procedure may involve asking the child to enter a room containing a fear-
eliciting stimulus and then to approach and progressively touch, handle, and
engage herself or himself with the object. The logic of the BAT is that the more
intense the anxiety, the earlier in the approach sequence the child will initiate
escape from or avoidance of the feared object. A passive BAT (for use when the
child cannot perform the approach sequence because of physical limitations) has
also been designed (Murphy & Bootzin, 1973).

Several observational coding systems have also been developed to measure
behaviors presumably associated with anxiety and fear, primarily during natu-
ralistic observations. The Observer Rating Scale of Anxiety (ORSA) (Melamed &
Siegel, 1975) was developed for use with children mainly in hospital settings and
uses a time-sampling procedure to record the occurrence or nonoccurrence of 29
targeted responses. The Preschool Observation Scale of Anxiety (Glennon &
Weisz, 1978) is another observational coding system that notes the presence or
absence of 30 behavioral indicators of separation anxiety (e.g., crying, lip licking,
and nail biting) among preschool children. Another system is the Timed Behav-
ior Checklist (TBCL; Paul, 1966), which was developed initially for use with
adults to measure 20 overt, anxiety-related behaviors (e.g., stammering, pacing,
and foot shuffling) during public-speaking situations. Using the TBCL, observ-
ers record the occurrence of each behavior during specific time intervals (e.g., 30
seconds). These and other direct observation systems that were designed to
assess the motor components of children’s fears and anxieties (e.g., Behavior
Profile Rating Scale—Melamed, Hawes, Heiby, & Glick, 1975; Post-hospital Be-
havior Questionnaire—Vernon, Schulman, & Foley, 1966) share a number of the
problems discussed earlier with observational techniques (reactivity, reliability,
observer drift and bias, and practical expenses). The clinician or researcher
interested in these direct observational methods must be aware of such limita-
tions.
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Depression

Direct observational methods have been reported in the literature for assess-
ing three categories of behaviors commonly associated with depression: verbal
behavior, motor behavior, and degree of engagement in reinforcing activities.
Because the behavioral assessment literature has paid relatively little attention to
depression in children, the following discussion will address observational pro-
cedures that have been used to assess depression in adults as potential devices
for the behavioral assessment of depression in children.

Several clinical studies have focused on specific aspects of depressed verbal
behavior, including slowed rate of speech (Robinson & Lewinsohn, 1973), nega-
tive self-references and/or absence of positive self-references (Aiken & Parker,
1965), and inappropriate verbal interactions with others (e.g., few responses,
narrow range of interactions, more negative than positive reactions, and slow-
ness in responding to others’ reactions; Lewinsohn, Weinstein, & Alper, 1970;
Libet & Lewinsohn, 1973). Typically, naturalistic observations are made at home
or in group settings; in addition, analogue situations (e.g., structured interviews
and simulated phone conversations) or videotaped segments of therapy sessions
provide sources of observational data. Although a number of different verbal
behaviors have been systematically observed and coded in a variety of experi-
mental contexts, many of these coding systems are impractical for clinical use,
and some have not reliably differentiated depressed from nondepressed indi-
viduals (Rehm, 1981).

Many of the verbal behavior studies cited above also included observation
of nonverbal or motor behaviors (e.g., eye contact, smiling, and head nods).
Using primarily observations during structured interviews, researchers have
found differences between depressed and nondepressed individuals on several
overt behaviors, such as head nods, posture, gestures, smiling, and overall level
of motor activity (Friedman & Katz, 1974; Waxer, 1976; Williams, Barlow, &
Agras, 1972).

The use of an activity schedule as a depression assessment instrument with
children involves self-observation and is based on a behavioral conceptualiza-
tion of childhood depression that incorporates the concept of reinforcement; the
loss of response-contingent reinforcers (Lewinsohn & Graf, 1973) or the lack of
reinforcer effectiveness (Costello, 1972) is viewed as the determinant of de-
pressed behavior. The Pleasant Events Schedule (PES) (MacPhillamy & Lewin-
sohn, 1974) is considered one of the best developed instruments of this type
(Rehm, 1981). Activity schedules like the PES are intended to assess the number
of extrinsic positive reinforcers that an individual receives. Reinforcement sur-
vey schedules, reinforcement observation schedules, and daily activity logs
(Mash & Terdal, 1976) are other methods of assessing reinforcer effectiveness
and availability for children. Questions about whether these devices are appro-
priately assessing depression, as well as concerns regarding reactivity of self-
recording, may limit their use as diagnostic and behavioral indices of
depression.
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Conduct Disorders

There are several well-recognized coding systems for the observation and
assessment of conduct disorders in children. These are appropriate for use in
analogue or structured situations in a clinic as well as in natural settings such as
the home or school.

The Behavioral Coding System (BCS) (Patterson, Ray, Shaw, & Cobb, 1969;
Reid, 1978) was designed to assess family interactions primarily in home set-
tings; however, it has been extended for use in analogue and school settings. In
this system, 29 behavioral categories are observed and coded for each family
member during one-hour observation periods. Wahler, House, and Stambaugh
(1976) developed an observation procedure also designed to code children’s
interactions with other individuals in the environment. Within this system, a
total of 19 child behavioral categories are observed and coded during 30-minute
observation periods. Another observation system (Forehand, Griest, & Wells,
1979) is more restricted in its utility than those developed by Patterson and
Wahler because it measures only one category of child behavior: compliance and
noncompliance. One final coding system to be mentioned was developed by
O’Leary and his colleagues (Kent & O’Leary, 1976). Designed initially for re-
search on children with conduct disorders in classrooms, this procedure allows
coding of behaviors that are considered inappropriate specifically within a
school setting (e.g., out-of-seat and verbal disruption).

Each of these observation systems was developed primarily for clinical re-
search purposes. Interobserver agreement is uniformly high (75%), and correla-
tions between observations derived from these systems and other measures of
the coded behaviors, such as parent or teacher reports, are consistently signifi-
cant. The obvious disadvantage for clinical use is the costliness in terms of time
for therapists or significant adults, who must receive extensive training to ob-
serve children’s behavior accurately and reliably in natural settings. Nonethe-
less, observation systems such as these remain reliable and valid assessment
procedures for evaluating conduct disorders in children.

Hyperactivity

Several objective measures of children’s overall activity level have been
reported in the literature (Barkley, 1981). One attempt has been made to con-
struct and validate an observation system to code systematically specific behav-
iors that differentiate hyperactive from normal children (Abikoff, Gittleman-
Klein, & Klein, 1977). This system codes 13 behaviors commonly associated with
hyperactive children. Although the Abikoff et al. system is methodologically
complex and some researchers question whether it is a viable measure of hyper-
activity (Haynes & Kerns, 1979), it does represent a noteworthy step toward
developing a behavioral code specifically for hyperactivity as a distinct behav-
ioral pattern.

O’Leary, Pelham, Rosenbaum, and Price (1976) used a three-behavior code
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system for evaluating hyperactive children in classrooms. Another coding sys-
tem meant primarily for classroom settings, the Hyperactive Behavior Code
(Jacob, O’Leary, & Rosenblad, 1978), includes six behaviors that purportedly
reflect restlessness, short attention, and low frustration tolerance. Although
they are not as complex as the Abikoff et al. system, these measures were
developed specifically for research (not clinical) purposes to assess treatment
effectiveness and have not received extensive evaluation of their clinical utility.

Autistic Behaviors

A diagnosis of autism is based on the child’s exhibiting a majority of the
behavioral characteristics typically associated with the disorder. The most salient
characteristics of autism include impaired social skills, lack of communication,
ritualistic and repetitive behaviors, self-stimulatory behaviors, echolalia, and
deficient sensory functioning (Schreibman, Charlop, & Britten, 1983). The use of
direct observation techniques, which has increased in popularity in recent years
as a viable method of assessing autistic children, necessitates the precise specifi-
cation of the behaviors that are the focus of assessment and treatment. In addi-
tion to the assessment of fairly specific behaviors, there are more global observa-
tion procedures for assessing the characteristics of autism collectively as a
behavioral syndrome (Newsom & Rincover, 1981). For example, the Multiple-
Response Recording system (Lovaas, Freitag, Gold, & Kassorla, 1965) involves
the mechanical coding of five behaviors (self-stimulation, bizarre speech, appro-
priate speech, social nonverbal behavior, and appropriate play) during 35-min-
ute observation sessions. Boer (1968) developed an observation system that does
not require the simultaneous observation and recording of multiple behaviors.
In this system, eight mutually exclusive behaviors are observed and scored
separately, one behavior during each 1-second observation interval. Finally, the
Total Behavior Repertoire procedure (Strain & Cooke, 1976) uses a narrative
recording technique in which events and behaviors are noted during continuous
10-second observation intervals.

The observational methods described here represent a few of the techniques
that have been developed for the assessment of autistic behaviors in children
primarily in clinical settings. The multifaceted nature of this disorder has, thus
far, prevented the development of a single set of behaviors and techniques of
observing them that are applicable to all situations and to all children.

Social Skill Deficits

Concurrently with the growing interest in designing treatment approaches
to remediate social skill deficits in children, several assessment procedures for
evaluating social skills have been developed. Two types of observation pro-
cedures have been used in this regard: naturalistic observation and role-play
tests.

Several different codes have been developed for the direct and systematic
observation of children’s social behavior, initially for research purposes and
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more recently for use by practitioners. In one of the earliest coding systems,
developed by Hartup, Glazer, and Charlesworth (1967), three global categories
of the child’s social behavior are coded. Several discrete behaviors (e.g., non-
compliance, threats, attention, and approval) are subsumed under the global
categories. Another observational coding system, developed by Strain, Shores,
and Kerr (1976) for classroom use, records similar social behaviors but dis-
tinguishes between children’s initiations and reactions or responses and codes
the person with whom the child interacted, thus allowing for a more detailed
analysis of antecedent events.

Hops and Greenwood (1981) developed several observation coding systems
for use primarily by school personnel for the assessment of children’s social
behaviors. The SAMPLE Observation System (SOS) represents a fairly simple
method for counting interactions (i.e., verbal or nonverbal exchanges) among
preschool children. The Consultant Social Interaction Code (CSIC) was devel-
oped for the observation and recording of social behavior among children on
playgrounds.

Many social behaviors may be of low frequency or may occur only in re-
sponse to specific situations, thus requiring a great deal of observation time in
the natural environment to obtain a representative sample. To address this
problem role-play tests have been developed for the assessment of specific social
skills. Two particular role-play tests, the Behavioral Assertiveness Test for Chil-
dren (BAT-C; Bornstein, Bellack, & Hersen, 1980) and the Behavioral Assert-
iveness Test for Boys (BAT-B; Reardon, Hersen, Bellack, & Foley, 1979), involve
the presentation of situations designed to elicit positive or negative responses.
Scenes are role-played between the child and a model prompt and are vid-
eotaped for the coding of a variety of verbal and nonverbal social responses.
Although some researchers (e.g., Bellack et al., 1979) have questioned the valid-
ity of these tests in measuring social behaviors, role-play observations represent
a viable means of assessing components of social behavior in children, particu-
larly in clinical settings or when naturalistic observations are difficult to obtain.

SINGLE-CASE TREATMENT EVALUATION DESIGNS

Characteristics of Single-Case Designs

Single-case research designs have been used to explore the efficacy of inter-
vention programs applied to many different types of childhood disorders. More
important, single-case research designs have been used widely in various ap-
plied areas of psychology and education and have been useful in assisting re-
searchers to develop a knowledge base for the treatment of various disorders.
Single-case research designs represent one of a number of experimental meth-
odolgoies that can be helpful in elucidating aspects of child and adolescent
psychopathology. Single-case research designs have several unique charac-
teristics when examined in light of the various alternative methodologies used in
studying psychopathology in children and adolescents.
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Repeated Measurement

Single-case designs involve the assessment or measurement of some depen-
dent variable over multiple occasions. Usually, data are collected on a pretest or
baseline series (referred to as an A phase). Following this phase, one or more
intervention phases are implemented. These series are referred to as treatment
or intervention phases and are notationally represented by a letter system other
than A (e.g., B, C, or D).

Repeated measurements may occur on more than one dependent variable.
The dependent variables are chosen to best represent the construct under study.
Because some constructs are conceptualized by multiple measures, the re-
searcher uses those dependent variables that best represent the construct, given
the state of knowledge in a particular area of psychopathology. For example, in
the evaluation of a hyperactive child, the researcher has the option of monitor-
ing the activity level (frequency, intensity, duration, and magnitude), engaged
time, and the amount of academic work completed, among other measures. In
this case, the number and type of repeated measures chosen will vary as a
function of practical and cost considerations.

Repeated measurement is not limited to the dependent variable. Sometimes
the researcher may wish to measure the independent variable(s) over various
phases of the study. This repeated assessment may be of interest when the
researcher wishes to monitor the integrity or strength of the intervention and/or
when there is interest in determining the covariation between the independent
and dependent variables.

It is evident that the choice of a dependent variable will depend greatly on

the ability of the researcher to measure it over time. The methodological and
conceptual issues surrounding the choice of dependent variables were discussed

in more detail in an earlier section of the chapter.

Monitoring Variability

Repeated assessment of the dependent variable over time allows the re-
searcher a unique opportunity to monitor the variability of the data over time.
This situation often contrasts dramatically with many group designs in which
variance is examined in the context of group data at one or a few points in time.
As the dependent variable is monitored over time in single-case designs, fluctua-
tions in the data are usually apparent. Such characteristics of the data as trend,
level, and score overlap can be obtained and used in the analysis of the data. The
analysis usually takes into account the differences in these characteristics across
phases. Specific issues surrounding data analysis are discussed in various books
on single-case methodology (Kazdin, 1982).

In addition to observing various characteristics of the data in the time series,
the researcher may be able to specify the various conditions surrounding the
study. These conditions include, but are not limited to, the features of the
independent variable, the settings, and subject and experimenter characteristics.
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In some instances, the researcher can systematically vary these conditions to
evaluate their influence on the dependent measures. For example, in psycho-
therapy studies, the researcher may be interested in determining the influence
of therapist characteristics such as empathy or reinforcing qualities on certain
therapy outcomes. Each of these characteristics may have a bearing on the
effectiveness of a certain therapeutic procedure or technique.

Design Flexibility

One of the unique features of a single-case design is the option available to
the researcher to change the design during the investigation. Although this
option is available to researchers using other experimental and nonexperimental
methods, it is a distinct feature and even a major advantage of single-case
strategies. In this regard, the researcher using a single-case design has two
options available. First, the researcher may plan the design before conducting
the study. (For example, an ABAB design may be planned.) The design is
developed in the context of the experimental question and of previous research
in the area. Another option is to create a segment of the design (e.g., AB), with
the remaining components of the design to be determined once the baseline
and/or the first intervention phase is implemented. Depending on the pattern of
the data that is observed, the researcher may either proceed with a strategy to
test the interventions further (e.g., ABAB) or revise the intervention (e.g.,
ABC . . ). In either case, repeated assessment across the series allows the re-
searcher to be responsive to data as they appear in the series.

Replication

In order to address various threats to internal validity, the single-subject
researcher must use some method of replication in the experiment to maxi-
mize its inference for a treatment effect. Internal validity is primarily, but not
exclusively, addressed through the type of design structure that is imposed
on the study. In single-case designs, three basic design options are available:
within-series, between-series, and combined-series. Each of these design types
is discussed in more detail below, along with examples of its application in
psychotherapy research. In each design component, the researcher depends on
replication of the intervention to establish a causal relation and to eliminate
various threats to internal validity. However, the degree to which internal valid-
ity threats are addressed extends beyond the replication procedures used.

Single-Case Research Design Types

A number of single-case research designs have been used in applied and
clinical settings with a wide variety of childhood disorders. It is beyond the
scope of this chapter to review the intricacies of all designs and their applica-
tions. The interested reader is referred to some major books on methodology for
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this review (e.g., Barlow & Hersen, 1984; Kazdin, 1982; Kratochwill, 1978). As
noted above, most single-case research designs can be conceptualized in terms
of three basic components or options: within-series, between-series, and com-
bined-series elements (see Barlow, Hayes, & Nelson, 1984, for a detailed over-
view of these design options). In the within-series design, elements that the
investigator evaluates change in client measures within various phases of the
investigation. The traditional ABAB design represents the most common pro-
cedure in the within-series domain. Within-series designs can be examined with
simple phase changes, as would be the case with the ABAB design, or in more
complex changes, wherein the researcher manipulates two or more variables
separately or in combination. For example, an A/B+C/A/B+C design involves
examining two component treatment conditions but still maintains the within-
series comparisons.

The between-series designs allow the investigator to compare two or more
interventions across time. Typically, the comparisons are made between differ-
ent interventions on the dependent variables, with the various shifts in the data
series taken into account as the intervention is applied over time. The most
common design types in the between-series strategy include the alternating
treatment design and the simultaneous treatment design.

In the combined-series single-case designs, the researcher combines the
elements of both the within- and between-series features. The multiple-baseline
design across individuals (subjects), behaviors, or settings represents the most
common application of the combined-series-elements design.

Single-Case Design Applications in Childhood Psychopathology
Example 1

Single-case research designs have been used in a number of investigations
of childhood anxiety disorders (Morris & Kratochwill, 1983). For example, Van
Hasselt, Hersen, Bellack, Rosenblum, and Lamparski (1979) assessed an 11-year-
old multiphobic child using motoric (i.e., ladder climb and blood), cognitive
(Target Complaint Scale, BAT, and test-taking task), and physiological measures
to examine the effects of a relaxation and desensitization treatment. The authors
used a combined-series, single-case design to examine the effects of the treat-
ment program on the three measures. The outcome of the study is reported in
Figure 1. On the physiological measures, the investigators measured the child’s
pulse rate 5 minutes after arrival for a probe and again immediately before the
child ascended a ladder. The authors calculated a change score by subtracting
the second reading from the first. Heart rate and finger pulse volume were
monitored throughout the BAT and the test-taking task. The authors found that
there was a decrease in heart rate in the ladder climb task during the relaxation
treatment, followed by a further decrease with the implementation of the desen-
sitization treatment. Nevertheless, no change occurred on finger pulse volume
or heart rate measures for the BAT and the test-taking task.
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FiGure 1. Physiological responses (HR = heart rate; PV = pulse volume) in probe sessions during
baseline, relaxation training, systematic desensitization, and follow-up. A multiple-baseline analysis
of treatment for phobias of heights, blood, and test taking. (Source: V. B. Van Hasselt, M. Hersen, A.
Bellack, N. D. Rosenblum, & D. Lamparski. [1979]. Tripartite Assessment of the Effects of Systematic
Desensitization in a Multi-Phobic Child: An Experimental Analysis. Journal of Behavior Therapy and
Experimental Psychiatry, 10, 51-55. Reproduced by permission.)

Example 2

Another example of the use of single-subject research in the treatment of
childhood psychopathology is evident in the study by Wells, Conners, Imber,
and Delamater (1981) of an attention-deficit-disordered child (with hyperac-
tivity). The study is interesting because it illustrates the use of single-subject
methodology in making a decision about which treatment or combination of
treatments is most appropriate for a given individual. The authors used an
A/B/A/C/C+D/A+D/C+D design to examine the relative effectiveness of dex-
troamphetamine (Dexedrine) (B), methylphenidate (Ritalin) (C), behavioral self-
control (D), and their combinations to evaluate the treatment of the child. As-
sessment occurred across behavioral (see Figure 2) and physiological (see Figure
3) systems. Although the authors concluded that the combination of meth-
ylphenidate and behavioral self-control procedures was the most effective, it
should be noted that a replication of the first C phase (i.e., ACA) should have
been scheduled. Also, the conclusion must be interpreted within the context of
the order of administering treatments; that is, the C+D condition was preceded
by the B and C treatments.



A

BASELINE

loo: Phase 1

80 -

60 —

% O#-Task

-

40

20

Phass 2

A

BASELINE

Phase 3

c
MTAUN (R

Phase 4

M

co
A - SCHOOL PhOGRAM

- —
Troumng for ’
so-contrel Sell-conmel

Phase §
[

!
|
I
I
!
!
!
I
]

AD co

PLACESO -
sC

Phase 6

LI {4

Phase 7

TTTT Y
S
100
80
60 -
40 -1

A

20

% Gross Motos Behavios

IRRRLERERERRE
Ll 15

v

h

TTTITT?
20

LI R
25 30

IRARERE
S

% Deviant Noise & Vocalizations

TTIT T Y
10 15

LRI

20

ANy,

VT erT

23

|
ol e
30

TV ITTITITITY
35 40

'
!
I
1
|
|
!
!
!
|
|

3s 40

TT YT Y
45

[

TTTTTd
]

% On-Task With
No Deviant Behavior

=

IERARRRRRA
10 15

VITTTRT
20

TTTTTTTTT
23 3o

IRRRARRRRALA
3s |4°

LILRLRER
43 50

I

|
|
I
!
!
|
!
!
]

RERBERERARRERARARE
L) 10 13

trrrrrTTrrriTrrT T T e T rer e e e T
23

School Sessions

40

45 50

FiGURE 2. Percentage occurrence in the classroom of off-task behavior, gross motor behavior, de-
viant noise and vocalizations, and on-task behavior with no other deviant behavior recorded, mea-
sured across baseline, and placebo phases. (Source: K. C. Wells, C. K. Conners, L. Imber, & A.
Delamater. [1981]. Use of Single-Subject Methodology in Clinical Decision-Making with a Hyperac-
tive Child on the Psychiatric Inpatient Unit. Behavioral Assessment, 3, 359-369. Reproduced by

permission.)
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FiGURe 3. Levels of electromyographic activity (solid circles) and of finger temperature (open circles)
measured in 15-minute sessions across baseline, medication, and placebo phases. (Source: K. C.
Wells, C. K. Conners, L. Imber, & A. Delamater. [1981]. Use of Single-Subject Methodology in
Clinical Decision-Making with a Hyperactive Child on the Psychiatric Inpatient Unit. Behavioral
Assessment, 3, 359-369. Reproduced by permission.)

FUTURE DIRECTIONS FOR BEHAVIORAL ASSESSMENT IN CHILD
PsYCHOPATHOLOGY

Ollendick and Hersen (1984) described child behavioral assessment as an
“exploratory, hypothesis-testing process in which a range of specific procedures
are used . . . to understand a given child . . . and to formulate and evaluate
specific intervention strategies” (p. 6). Although the focus of this chapter has
been on direct assessment techniques, more recent advances have broadened
the scope of child behavioral assessment to encompass not only discrete target
behaviors and their environmental determinants, but also covert behaviors such
as affective responses, cognitions, and physiological reactions. This broadening
of scope has resulted in the use of a wide range of assessment strategies, many
of which have been described in this and other chapters on methods of assess-
ment, including interviews, questionnaires, standardized instruments, check-
lists, and physiological methods, as well as direct observation. Although the
importance of the systematic observation of child behaviors should not be mini-
mized, the increased focus on a multimethod approach in behavioral assessment
represents a strength as well as a potential problem in behavioral assessment
that warrants further research and development.

The comprehensive nature of a multimethod approach is perhaps its most
salient characteristic. Typically, any single procedure, including the direct obser-
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vation methods discussed here, will not provide the most complete diagnostic
perspective of the child. An integrated, functional analysis of the child’s behav-
ior problems is made possible through the use of multiple assessment pro-
cedures. As noted by Mash and Terdal (1981), however, a potential problem
with a multimethod approach that incorporates diverse assessment methods is
that different methods may yield discrepant or at least varied information. Thus,
as with a traditional test-battery approach, data from multiple sources do not
necessarily lead to a clearer understanding of the child or to the development of
more effective interventions.

One way to circumvent this potential problem and to maximize the efficien-
cy of a multimethod approach is to validate the assessment strategies being
used, independently and in combination. Thus, the development of empirically
validated procedures represents an additional area for further research efforts.
Although several factors guide the selection of assessment techniques (e.g.,
referral problem, child characteristics, and assessment setting and purpose),
psychometric qualities, including reliability, validity, clinical utility, and sen-
sitivity—and, where appropriate, standardization—should be primary consid-
erations in choosing assessment procedures. These psychometric dimensions
are particularly important for behavioral assessment in child psychopathology
because of its impact on classification and on the development and evaluation of
treatment. Conclusions derived from the use of inadequately developed or eval-
uated instruments must be viewed cautiously because of the potentially invalid
information obtained.

A number of authors (e.g., Coates & Thoresen, 1978; Cone & Hawkins,
1977) contend that it is difficult to apply conventional psychometric concepts
and standards to child behavioral assessment that is based on incompatible
theoretical assumptions such as situational specificity and temporal inconsisten-
cy of behavior. Nonetheless, some degree of consistency can be expected among
procedures assessing similar behaviors across similar situations. Therefore, cer-
tain psychometric procedures do seem relevant to behavioral assessment tech-
niques. Perhaps the most important dimension for evaluating methods of as-
sessment is validity. Criterion-referenced validity is the extent to which informa-
tion from one assessment method (e.g., direct observation of on-task behavior in
a teaching situation) correlates with information from another assessment meth-
od for the same behavior (e.g., self-monitoring or teacher reports of on-task
behavior). Internal validity is related to the accuracy of assessment information
(typically evaluated through interobserver agreement), whereas external validity
is the generalizability of assessment information beyond the specific assessment
setting or situation. Behavioral assessment methods should also be expected to
predict subsequent behaviors with some degree of accuracy (predictive validity).
Additional dimensions on which assessment methods can be evaluated include
their sensitivity (the degree to which they reflect changes in the behavior), their
utility (the extent to which the methods are applicable to a variety of children,
problem behaviors, and assessment situations), and their acceptability (to the
child or to significant adults).

Just as greater attention should be focused on the psychometric qualities of
behavioral assessment procedures, attention to developmental factors in chil-
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dren and the sensitivity of assessment methods to these factors are also impor-
tant. Given that developmental change is distinctively characteristic of children,
normative comparisons should be made as often as possible in assessment to
ensure the appropriate diagnosis and selection of target behaviors and to as-
certain that behavior change is linked to treatment, rather than to normal devel-
opmental change. Furthermore, the age and the level of cognitive or social
development of the child can clearly influence the appropriateness of specific as-
sessment procedures. For example, reactivity to naturalistic observation or self-
observation may be age-related. Ability to respond to analogue settings may also
be tied to age-related verbal or cognitive variables. Thus, there are several poten-
tial age-related constraints on the use of behavioral assessment strategies with
children exhibiting behavior disorders. These and the other areas discussed are
in need of further exploration to facilitate the application of behavioral assess-
ment strategies in child psychopathology.

SUMMARY

Behavioral assessment in general has expanded rapidly since the mid-1970s,
with the most recent advances occurring specifically in the development and
application of assessment strategies for children exhibiting behavior disorders.
The underlying assumption of a behavioral approach (i.e., that children’s behav-
ior is a function of situational factors rather than a reflection of personality traits)
has led to the development of various behavioral diagnostic and classification
systems for use with children; these were discussed in an initial section of this
chapter, where it was noted that such systems are not used widely. Although
the methods of behavioral assessment with children are diverse and include
both direct and indirect measures, the focus of the subsequent section was on
direct assessment techniques, including observation, analogue assessment, par-
ticipant monitoring, and self-monitoring. Behavioral assessment in child psy-
chopathology is clearly a developing methodology. Therefore, the final sections
also addressed a number of recent developments within it, including research
and evaluation designs, the increased application of psychometric concepts to
assessment methods, the broadening scope of behavioral assessment, and the
growing emphasis on a multimethod approach. Although areas for further re-
search and development remain, behavioral methodology remains a viable ap-
proach for both assessment and treatment evaluation in child psychopathology.
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8  Interviewing
nd Report Writing

BARRY A. EDELSTEIN AND ELLEN S. BERLER

INTRODUCTION

The interview is probably the most widely used assessment procedure, re-
gardless of one’s theoretical orientation (Haynes, 1978: Linehan, 1977; Mor-
ganstern, 1976, Swan & MacDonald, 1978), and it is typically the first contact one
has with clients and the significant individuals in their environment (Atkeson &
Forehand, 1981). The content and standardization of questions, the general style
of inquiry, and the way in which one interprets the obtained information fre-
quently vary with the theoretical orientation of the interviewer. Regardless of
the orientation of the interviewer, the interview influences the client’s behavior
and the consequent analysis and intervention that is based on the information
obtained by the interviewer (Haynes, 1978). In short, the interview is the first
critical link in the therapeutic process.

Unfortunately, systematic evaluations of the clinical interview are limited,
and the result is interview practices of questionable reliability (cf. Hay, Hay,
Angle, & Nelson, 1979) and validity. The effectiveness of the various methods
used is, for the most part, unknown (Edelstein, Brasted, Detrich, DiLorenzo,
Knight, Rapp, Scott, & Sims, 1982; Haynes, 1978; Weins, 1976). We have little
empirical basis for our interviewing practices even though the clinical interview
is the most frequently used assessment procedure. With that caveat stated, we
will proceed with our discussion of the initial interview and the resulting report,
including a review of some of the available literature on the validity and reliabili-
ty of several structured interviews that have been recently developed for diag-
nostic purposes.

INTERVIEW PROCESS

Each client comes to the interview situation with a unique history of interac-
tions with health and mental health professionals, as well as with a history of
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being questioned about her or his behavior by teachers, physicians, and parents.
Each has her or his own expectations of what will transpire in the interview and
what the outcome will be. No client is certain of what the interviewer would like
to know, and no interviewer is completely knowledgeable about the client’s
history. The initial interview involves a subtle shaping of each individual’s be-
havior through a learning process. The interview is typically a dyadic interaction
that is subject to many of the same rules and contingencies that guide interac-
tants in general social interactions. For instance, the same principles of condi-
tioning apply in which the verbal behavior of the client and the interviewer is
reinforced by the behavior of each interactant (cf. Ferster, 1972, 1979, 1981;
Krasner, 1958; Skinner, 1957; Truax, 1966; Williams, 1981). The interview may
also be approached from an information-processing perspective by characteriz-
ing the interview process as a cybernetic model (e.g., Miller, Galanter, & Pri-
bram, 1960; Wiener, 1948). The interviewer and the interviewee may be viewed
as testing or examining the interpersonal environment (the behavior of the other
individual), as operating on this environment (through verbal and nonverbal
behaviors), as again testing to determine the effects of the previous behavior,
and then as exiting to another aspect of the interaction if the desirable or ex-
pected results are obtained. The interviewer is a problem solver whose task is to
obtain the information necessary for analyzing the data presented by the client.

The early portion of the interview typically involves the development of
trust and rapport. Each interactant examines the behavior of the other through
questions, answers, and nonverbal responses. The interviewer attempts to edu-
cate the client with respect to what the interviewer needs to know, what form
the information should be presented in, and how this information will be used.
As trust is established, the child and the parent learn that they can report
potentially unacceptable behaviors without being judged and verbally pun-
ished. Over the course of the interview(s), various interviewer and interviewee
behaviors may come to follow predictable sequences (e.g., Edelstein et al., 1982).
Careful attention to one’s own behavior in relation to that of the client permits
one to adjust one’s behavior for maximal effectiveness. This vigilance, for exam-
ple, may reveal early instances of client resistance or countercontrol. The impor-
tant point to remember is that the interview is an active learning process in
which both interactants are influenced through selective reinforcement and
punishment of verbal behavior.

FUNCTIONS OF THE INTERVIEW

The interview may serve several functions, depending on the goals of the
interviewer. Ollendick and Cerny (1981) identified four major objectives of the
initial child and family interview:

(1) to clarify presenting complaints; (2) to obtain a developmental and social history; (3)
to assess family interaction patterns that might be related to the target behaviors; and

(4) to determine resources within the family that might be utilized in treatment pro-
gramming. (p. 31)
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The initial interview is also used frequently for screening and diagnosis
(Haynes & Jensen, 1979), for obtaining the information necessary for target
behavior identification (Ciminero, 1977; Haynes, 1978), and for the performance
of a functional analysis of these target behaviors or presenting problems (Cimin-
ero, 1977).

The functions identified by Ollendick and Cerny (1981) and by Ciminero
(1977) are more likely to be approached in a less structured and standardized
fashion, whereas the trend in screening and diagnosis is toward more struc-
tured, standardized interviews. Interviews designed for these different pur-
poses are reviewed below.

SCREENING AND DIAGNOSTIC STRUCTURED INTERVIEWS

The recent trend toward more structured interviews for screening and diag-
nostic purposes is largely due to the need for greater diagnostic reliability than is
found in unstructured interviews and to the development of more explicit diag-
nostic criteria for childhood disorders. The latter requires the collection of de-
tailed information that may not be consistently available from unstructured
interviews (Edelbrock & Costello, 1984).

Structured interviews can vary in several dimensions, one of which is the
degree of structure. Semistructured interviews provide general guidelines and
permit interviewers to use some clinical judgment in the conduct of the inter-
view and in the recording and coding of responses. Highly structured interviews
contain specific rules about the rating of responses and specify the wording and
sequencing of questions. The greater flexibility of semistructured interviews
allows more spontaneous and conversational interviews. Advocates of less
structured interviews argue that interviewers must be willing to adjust their
language to variations in the client’s behavior and the situation so that responses
occur in a more natural context (Yarrow, 1960). Highly structured interviews
offer greater objectivity and result in more quantifiable data, though they may
appear more stilted. It is not yet known whether the degree of structure affects
the validity or reliability of interviews (Edelbrock & Costello, 1984).

An interview may contain several parts that vary in degree of structure. For
example, the Kiddie SADS (Puig-Antich & Chambers, 1978) begins with a semi-
structured interview, during which rapport is established and information is
obtained about the presenting problem and its history. The second part of the
interview is a more structured examination of the child’s symptoms. The Kiddie
SADS also includes a “skip” structure, in which questions in a section can be
skipped if responses to an initial screening question indicate that a particular
symptom is not present. This approach can help shorten the length of the
interview considerably.

Structured interviews vary on many dimensions other than degree of struc-
ture. Each of these variables should be considered by clinicians and researchers
when they select a particular instrument, taking into account the purpose of the
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TaBLE 1. Characteristics of Diagnostic Structured Interviews

Kiddie SADS DICA# CAS? DISCe
No. of items About 100 About 200 About 135 Child: 264
Parent: 302
Time period assessed Ongoing episode  Lifetime Mostly current  Lifetime
and past week

Age assessed (years) 6-17 9-17 7-12 6-18
Completion time 1% hours 1% hours 45-60 min. 1 hour
Degree of structure

Structured Part II X — X

Semistructured Part I — X —
Informant

Child X X X X

Parent X X — X
Clinical expertise

needed Yes Yes Yes No

Diagnostic criteria RDC,4 DSM-III DSM-III and other  DSM-III DSM-III

2Diagnostic Interview for Children and Adolescents (Herjanic et al., 1975).
bThe Child Assessment Schedule (Hodges, Kline et al., 1982).

<The Diagnostic Interview Schedule for Children (Edelbrock et al., 1985).
4Research Diagnostic Criteria (Feighner et al., 1972).

interview, the population being assessed, and the available time and resources.
These dimensions include the content areas and symptoms, the breadth of
diagnostic categories (some focus on one area of pathology, such as depression,
whereas others include a wide range of diagnostic categories), the age range
covered by the interview, the degree of expertise and training needed by inter-
viewers to administer and score the interview, whether or not a particular classi-
fication system (e.g., DSM-III; American Psychiatric Association, 1980) is used in
the derivation of the interview, the duration of the interview, the time frame of
the interview (e.g., symptoms occurring during the past month), and whether
both parent and child versions of the interview are available. Table 1 provides
information on some of these variables for several diagnostic interviews that are
reviewed below.

One of the major determinants in the selection of an interview should be its
psychometric properties. Most of the more recently published structured inter-
views are still in the process of being developed and evaluated, so that the
reliability and validity of these instruments have not yet been fully established.
Nevertheless, many of them appear promising, and a brief overview of the
current status of several general diagnostic interviews is given below. Interviews
designed for diagnosing a specific problem area (e.g., depression or hyperac-
tivity) are not included. Furthermore, an in-depth analysis of each of the re-
viewed instruments is not possible in the present chapter. For more detailed
coverage, the reader is referred to an excellent review of screening and diag-
nostic structured interviews by Edelbrock and Costello (1984) and to a discussion
of current issues in the area by Herjanic (1984).
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The Kiddie SADS

The Kiddie SADS (Puig-Antich & Chambers, 1978) is based on the Schedule
for Affective Disorders and Schizophrenia, a structured interview for adults
(Endicott & Spitzer, 1978). It uses the Research Diagnostic Criteria (RDC;
Feighner, Robins, Guze, Woodruff, Winoker, & Munoz, 1972) and DSM-III diag-
nostic criteria for diagnoses such as major depression (including subtypes),
mania, schizophrenia, conduct disorder, separation anxiety, phobias, obsessive-
compulsive disorder, and generalized anxiety disorder.

Reliability and validity data on the Kiddie SADS are limited. It has content
validity because of its use of the diagnostic criteria (Edelbrock & Costello, 1984).
Other evidence of its validity is based primarily on studies with small numbers
of prepubertal children identified by the Kiddie SADS as having a major de-
pressive disorder. These studies have provided preliminary evidence suggesting
that children identified as fitting RDC criteria for a major depressive disorder are
often clinical responders to imipramine treatment (Puig-Antich, Blau, Marx,
Greenhill, & Chambers, 1978; Puig-Antich, Perel, Lupatkin, Chambers, Shea,
Tabrizi, & Stiller, 1979) and show cortisol hypersecretion, which is believed to be
an indicator of depression in adults (Puig-Antich, Chambers, Halpern, Hanlon,
& Sachar, 1979). Again, these data should be viewed tentatively in light of the
small sample sizes, the lack of controls, and the questionable value of cortisol
hypersecretion as a valid indicator of depression (Edelbrock & Costello, 1984).

Ratings of the Kiddie SADS reflect each symptom at its worst during the
ongoing episode; ratings are also usually obtained for the week before the as-
sessment. An epidemiological version has recently been developed (Kiddie-
SADS-E) for children and adolescents aged 6-17, which assesses both past and
current episodes of psychopathology in the same population (Orvaschel, Puig-
Antich, Chambers, Tabrizi, & Johnson, 1982). The focus is on the presence or
absence of symptomatology rather than on severity; the intrument is therefore
not intended to be used to evaluate treatment effectiveness. Symptoms relevant
to DSM-III criteria are included for a wider range of diagnostic categories (e.g.,
autism, anorexia nervosa, attention deficit disorder, and alcohol and drug
abuse) than is found in the original Kiddie SADS. Validity was assessed by
Orvaschel et al. (1982) by comparing Kiddie-SADS-E diagnoses with diagnoses
made on the Kiddie SADS 6 months to 2 years earlier for 17 children who had
participated in a previous study. All but one subject received a comparable
diagnosis on both interviews. Moderate mother—child agreement was obtained
for both interviews, with most kappa coefficients above .60. However, poor
mother—child agreement was obtained on some items, leading the authors to
suggest that both mothers and children need to be interviewed.

Diagnostic Interview for Children and Adolescents (DICA)

The DICA (Herjanic, Herjanic, Brown, & Wheatt, 1975) is a highly struc-
tured diagnostic interview for children and adolescents that can be administered
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to parents and children. The interview is primarily designed to allow yes or no
answers to a broad range of questions that cover relationships and behavior at
home and at school, learning problems, and psychiatric symptoms (e.g., pho-
bias, anxieties, depression, somatic complaints, ideas of reference and hallucina-
tions and delusions).

The validity of the DICA has been supported in a study by Herjanic and
Campbell (1977), in which children being evaluated at an outpatient psychiatric
clinic significantly differed from children attending a pediatric outpatient clinic
on the basis of the number of symptoms recorded from DICA interviews with
parents and children. The number of symptoms required to distinguish between
the groups varied according to the age of the child and the area of questioning.

Mother-child agreement on the DICA has been examined in several stud-
ies. Average agreement on individual items was found to be 80% (Herjanic et al.,
1975), but that figure may be inflated because of the low prevalence of many
symptoms (Edelbrock & Costello, 1984). Using the kappa coefficient to correct
for chance levels of agreement, and evaluating only items pertaining to psychi-
atric symptoms, Herjanic and Reich (1982) found that 73% of the kappas were
below .30. The authors noted that items with high kappas referred to observ-
able, concrete, severe, and unambiguous behaviors that would be brought to the
mother’s attention. Items with low kappas tended to require a greater degree of
judgment and could be easily misunderstood or misinterpreted. Reich, Herjanic,
Welner, and Gandhy (1982) compared diagnoses resulting from interviews with
mothers and children and found a fairly high level of disagreement, with most
kappas below .40.

Limited evaluations of agreement between independent raters have yielded
average percentages in the mid-80s (Herjanic et al., 1975; Herjanic & Reich, 1982)
and average stability coefficients across 2- to 3-month intervals of .89.

The Child Assessment Schedule (CAS)

The CAS was developed for diagnostic purposes and to aid in treatment
planning (Hodges, Kline, Stern, Cytryn, & McKnew, 1982; Hodges, McKnew,
Cytryn, Stern, & Kline, 1982) Clinical judgment is used in the administration
and scoring of the interview. The first part is a semistructured interview that was
designed to enhance rapport with the child by grouping items in a way that
leads the child to experience the interview as an informal discussion. The ques-
tions cover such topics as school, friends, family, fears, mood, somatic concerns,
and thought- disorder symptomatology. The examiner’s observations of the
child’s insight, motor coordination, activity level, cognitive ability, quality of
emotional expression, and interpersonal interactions, among other areas, are
recorded in the second part of the CAS. The instrument yields a total score,
scores for content areas, and scores for symptom complexes that are analogous
to DSM-III diagnoses.

Interrater reliability coefficients for a sample of 53 inpatient, outpatient, and
normal control children averaged .90 for the total score; progressively lower
average coefficients were found for content areas, symptom complexes, and
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individual items. The CAS was revised on the basis of these results, and reliabili-
ty coefficients for content areas and symptom complexes were found to be
higher (all s = .86) for a sample of children of affectively disturbed and normal
mothers. Additional evaluations of interrater reliability are needed with larger
samples.

The CAS has significantly discriminated between inpatient, outpatient, and
normal control groups. Discriminant analyses compared favorably with the
Child Behavior Checklist (both measures were moderately correlated), although
the best discriminant function occurred when the CAS and the Child Behavior
Checklist (Achenbach, 1978) were both used. The latter finding suggests an
approach to diagnosis in which interviews are supplemented by information
collected by other means, such as behavior checklists (Hodges et al., 1982). The
CAS was also shown to be moderately correlated with the State-Trait Anxiety
Inventory for Children (Speilberger, 1973) and a self-report measure of depres-
sion (Child Depression Inventory; Kovacs, 1978), indicating adequate concur-
rent validity.

The Diagnostic Interview Schedule for Children (DISC)

The newest of the diagnostic interviews is a highly structured instrument
that includes a parent and child version and covers symptoms relevant to a very
broad range of DSM-III diagnoses (cf. Edelbrock & Costello, 1984). A unique
feature of the DISC is the authors’ sensitivity to developmental differences in
children within the target age range (618 years old). The interview incorporates
certain features (e.g., short questions) that increase the likelihood that the ques-
tions will be suitable for and understandable by both younger and older chil-
dren. In addition, the instrument was designed to be administered and scored
by trained lay interviewers. It is therefore highly structured and well suited to its
major purpose as a large-scale epidemiological research instrument. Other inter-
views generally rely on administration and scoring by highly trained clinicians.
An exception is the CAS, which requires training but not necessarily clinical
expertise for scoring purposes.

Psychometric evaluations of the DISC are being conducted and are begin-
ning to appear in the literature (Edelbrock, Costello, Dulcan, Kalas, & Conover,
1985). Reliability for symptom scores across a median interval of 9 days aver-
aged .62 for the child interviews, with somewhat higher reliability for behavior
and conduct symptoms than for affective and neurotic symptoms. In general,
reliability was higher for children aged 14-18 than for those aged 10-13, which
in turn, was higher than the reliability for 6- to 9-year-old children.

Parent interviews yielded average test-retest reliability coefficients of .75
for symptom scores. Paralleling the findings with the child interviews, scales
tapping behavior and conduct problems were somewhat more reliable than
affective and neurotic symptom scales. Reliabilities tended to be slightly higher
for parents of younger children, a finding that contrasted with the findings on
the child interviews. A comparison of the reliabilities of parent and child inter-
views showed that parent reports of child symptoms were more reliable than
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children’s reports for the 6- to 9-year-olds and less reliable for the 10- to 13-year-
olds. No significant differences were found for the oldest group.

Summary

The research on structured diagnostic interviews is promising, but the relia-
bility and validity of these instruments are not yet well established. Consistent
with the existing literature on classification systems, the reliability of the struc-
tured interviews is best for global indices of functioning and is weak for specific
behaviors, particularly for covert behaviors such as fears and anxieties. Test-
retest reliability and interrater agreement have not been assessed for many of
the recently developed instruments. Where reliability information is available,
the data are often based on small subject samples, on few raters, or on vid-
eotaped interviews. Most validation is based on discriminant or face validity;
concurrent validity is rarely assessed (Edelbrock & Costello, 1984).

Several tentative conclusions can be drawn from the research on diagnostic
interviews, though confirmation through additional empirical work is needed.
Interviews should be conducted with both parents and children when possible,
in light of the low to moderate agreement between informants. Agreement is
likely to be highest for overt, unambiguous behaviors and lowest for more
subjective and covert symptoms. Thus, the child’s perspective is needed for a
more complete understanding of the child’s behavioral and emotional function-
ing. Limited evidence (Edelbrock et al., 1985) suggests that children under 10
may not provide reliable information, though an interview with these children
can serve other purposes, such as establishing rapport and allowing the inter-
viewer to observe the child’s interpersonal behaviors. A more comprehensive
assessment of the child may also result from a multimethod approach in which
checklists, direct observation, and other sources of information are used.

BEHAVIORAL INTERVIEWS FOR THE DEVELOPMENT OF TREATMENT
PLANS

Initial interviews are frequently used to obtain information that can aid in
the development of treatment programs. Though typically not used as the sole
assessment method, behavioral interviews are designed to identify target behav-
iors and the functional relationships underlying the development and mainte-
nance of presenting problems so that effective treatment strategies can be imple-
mented (Ciminero, 1977). Behavioral interviews are typically unstructured and
are guided by the goals of behavioral assessment, for example, to operationalize
deviant and desirable behaviors and to determine the frequency, intensity, and
duration of the target behaviors, the environmental variables that set the occa-
sion for the behaviors, the consequences of the behaviors, and potential positive
reinforcers and punishers. Numerous papers have been published that incorpo-
rate these elements into their descriptions of the process and content of behav-
ioral interviewing and assessment (e.g., Ciminero & Drabman, 1977; Evans &
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Nelson, 1977; Gross, 1984; Holland, 1970; Kanfer & Saslow, 1969; Linehan, 1977;
Meyer, Liddell, & Lyons, 1977; Morganstern & Tevlin, 1981; Wahler & Cormier,
1970). All share these commonalities, regardless of whether they focus on chil-
dren. However, assessment guidelines often differ in terms of the amount and
breadth of information viewed as being necessary for a complete functional
analysis. These areas include the exploration of past history relevant to the
target behaviors and to other topics (e.g., developmental history, family history,
and interpersonal relationships), cognitions, imagery, affect, and physiological
variables, as well as differences in the degree to which information about desir-
able behaviors and client assets is collected.

The unstructured behavioral interview permits a large degree of flexibility in
the wording, content, and sequencing of questions. This approach is consistent
with an idiographic approach and with Stuart’s emphasis on parsimony (1970)
as a guiding factor in behavioral assessment. However, a potential disadvantage
of such an unstructured approach is a reduction in the reliability and validity of
the behavioral interview. Unfortunately, minimal research in this area has been
conducted. Studies evaluating interassessor agreement on problem areas (Hay et
al., 1979), hypothesized controlling variables, and treatment plans (Felton &
Nelson, 1984) based on interviews with adults have reported average reliability
coefficients of less than .55. Agreement did not improve when questionnaires
and role playing were used in addition to the interview (Felton & Nelson, 1984).
In the study by Felton and Nelson, the interviewers were inconsistent in the
questions they asked, and this inconsistency may have contributed to the low
level of agreement. Whether increasing the degree of structure and therefore the
consistency of questions used in behavioral interviews improves reliability
awaits empirical testing. Imposing structure on behavioral interviews may prove
difficult, particularly if assessment is to remain idiographic. Additional research
in this area is clearly needed. A relevant question to be addressed concerns the
importance of obtaining agreement on target behaviors, controlling variables,
and treatment plans. The necessity of applying psychometric evaluations to
behavioral interviews will be supported only if a positive relationship is found
between adequate levels of reliability and treatment effectiveness (Felton &
Nelson, 1984).

DEVELOPMENTAL CONSIDERATIONS

Children are not merely small adults. Many a vacant hour has been spent by
interviewers attempting to question children as they would an adult. Familiarity
with the unique characteristics of children at various developmental stages or
ages is important if an effective interview is to occur. Developmental factors may
come into play when one is considering how and when to interview and what
questions are to be asked, including whether a question is more effective than a
less directive approach to the interview (e.g., puppet play). Limited space pre-
cludes a thorough discussion of the many developmental issues that should
probably be considered when interviewing children. We will address a few of
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the more important considerations. The reader is referred to an excellent paper
by Bierman and Schwartz (1986) for a more extensive treatment of cognitive
developmental variables that are likely to influence the interview process and
outcome.

The cognitive and language skills of young children are limited in ways that
may influence their response to questions about significant others. For example,
children under the age of 6 are more likely to use concrete, simple terms in
describing aspects of their personal and “impersonal” environment. They tend
to describe other individuals in terms of their physical characteristics and overt
behavior and to base their inferences on situational cues (Bierman, 1983; Live-
sley & Bromley, 1973; Watt, 1944). They also tend to use few constructs in
describing their environment and to offer brief descriptions that include few
pieces of related material (Bierman, 1983; Haynes, 1978; Livesley & Bromley,
1973). Preschool children also typically use few abstractions and categorize their
world into “goods” and ““bads.” They have difficulty dealing with more than
one concrete concept or dimension of their environment at a time. Thus, one
cannot necessarily expect preschoolers to be able to integrate and relate charac-
teristics of their environment. Young children are also unable to take the per-
spective of other individuals “‘because they cannot mentally compare what they
are thinking with information about other persons and deduce how other’s
thinking may differ from their own” (Bierman, 1983, p. 220).

Beyond the age of about 7, children begin to entertain multiple pieces of
information, feelings, characteristics of others and to integrate them into more
abstract conceptualizations. They can begin to take alternative perspectives on
their own behavior as well as on that of others.

In light of the rather concrete, unidimensional cognitive abilities of young
children, one can often be most effective by asking simple, concrete questions
with concrete examples. Even the answer requested can be simplified (Bierman,
1983). For very young children, one might use concrete objects (e.g., toys and
pictures) as foundations for questions that relate to these objects. Bierman (1983)
suggested that children can be asked to draw pictures of themselves. They can
then be asked questions about what they do and do not like to do, what they like
and dislike about their families, and so on. Another approach is to have them
draw “happy,” “sad,” and “mad” faces and point to them when attempting to
describe their feelings and behaviors as well as those of others. Much the same
thing can be accomplished with the use of dolls with different expressions and in
different roles.

With all the limitations imposed by the abilities of young children, one
might ask just how far down the developmental or age scale one can go in
applying interviewing procedures. Yarrow (1960) argued that the interview can
be used effectively with 4-year-olds. Even younger children can be interviewed
if one is willing to adapt one’s methods to limitations in cognitive and linguistic
abilities such as those previously mentioned. As we have noted above, for
example, even if a child is poorly skilled in verbal expression, drawings and play
objects can be used by the interviewer as well as the child for formulating
questions and replies. They can also be useful in developing rapport, even if the
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information obtained is of questionable validity and reliability (Edelbrock et al.,
1985).

Developmental factors are important when one is determining what child-
hood behaviors are “typical” or “‘normal.” Developmental considerations usu-
ally involve normative comparisons between the behavior of the child in ques-
tion and some performance average or norm that is generally accepted by society
or professionals. Even though some more behaviorally oriented interviewers
may argue for a greater emphasis on intraindividual comparisons, the social
validity (cf. Kazdin, 1977) is sometimes ignored when addressing the behavior of
individual children in isolation.

Hartmann, Roper, and Bradford (1979) identified some possible advantages
of making normative comparisons. Normative comparisons may enable one to
identify unusually low or high rates of a behavior as causing a problem. Certain
types of childhood problems that are particularly common in various age groups
and/or those that are transient can also be identified by making normative
comparisons. Fear of strangers may be considered relatively normal for very
young children but may be considered a clinical problem in older children
(Ollendick & Cerny, 1981). Normative information about situations, rather than
the child’s behavior, may be helpful in identifying those situational variables
that place the child at risk for the development of problems in the future (Mash
& Terdal, 1981). The nature and quality of classroom instruction and the manner
in which the teacher interacts with and strengthens certain behaviors can affect
the likelihood of future behavior problems. The same kinds of situational norms
for the home environment (e.g., variables concerning child abuse, alcoholism,
and social class) can be useful in evaluating a child’s behavior disorder and in
anticipating future problems. The identification of critical variables and the es-
tablishment of norms could help guide the content of our interviews with par-
ents, children, and teachers.

Mash and Terdal (1981) argued that we must begin to develop norms for the
contextual variables that set the occasion for children’s behaviors; we must have
social and physical norms. They might include normative rates of parental com-
mands (Cunningham & Barkley, 1979), the amount of teacher approval and
disapproval in the classroom (Van Houten, 1978; White, 1975), and the amount
of time spent interacting with siblings (Leitenberg, Burchard, Burchard, Fuller,
& Lysaght, 1977).

Additional contextual information that may be predictive of future problems
includes information about the mother’s pregnancy, the child’s delivery and
development, significant illnesses, accidents (including head trauma), hospi-
talizations, operations, medications, allergies, diet, family, and any other related
family factors. Not only is this an opportunity to obtain possibly relevant infor-
mation, but it is also an opportunity to dispell feelings of guilt or confusion,
about or responsibility for problems of the child for which the parents have
taken responsibility (Herskowitz & Rosman, 1982). For example, Herskowitz
and Rosman reported the case of a woman who feared that she had caused the
lesions on her child’s skin by spilling coffee on herself during pregnancy.

Rapid and uneven developmental change is a major consideration when
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interviewing and assessing children (Ciminero & Drabman, 1977; Evans &
Nelson, 1977; Mash & Terdal, 1981). Unfortunately, very few data exist that
describe age trends for child behavior that are based on reliable and valid obser-
vations of children at different ages. Mash and Terdal (1981) noted that the
available data are typically based on parents’ global reports regarding the fre-
quency of problem behaviors at different ages:

Developmental deviation has been defined empirically in relation to a deviation from

some observed behavior norm (Achenbach & Edelbrock, 1979) and/or theoretically in

terms of a deviation from some expected behavioral patterns characteristic of particular
stages of cognitive or psychosexual development (Santostefano, 1971). (p. 26)

In summary, developmental factors that can affect the interview process
and outcome abound. The efficiency, and perhaps the validity, of one’s inter-
view rests on how well one is able to incorporate this information into the
interview process.

GENERAL INTERVIEWING STRATEGIES AND ISSUES: POTENTIAL
PROBLEMS AND FACILITATING FACTORS

We will note some of the potential problems that one may encounter while
interviewing children, parents, and teachers and will suggest approaches for
dealing with them.

Interviewing Children

The interview situation is frequently anxiety-arousing for a child. Some of
this anxiety can be alleviated by explaining what the interview is, what its
purpose is, how the interviewer will proceed, how the interviewer expects the
client to behave, and what the client may expect from the interviewer. In brief, it
is important to explain the roles of the interviewer and the client (cf. Goldstein,
Heller, & Sechrest, 1966; Lennard & Bernstein, 1960; Rotter, 1954).

One may also want to consider displaying objects that are familiar to the
young child in an effort to disinhibit the child in a novel interview situation.
Parents can be encouraged to bring familiar play objects, as well as some of the
child’s creative products. Play materials may reduce the child’s apprehension
because of their pleasant associations (Yarrow, 1960). The play materials should
be sufficiently challenging to maintain the child’s attention but not so interesting
that the interviewer must pry the child loose from the play material. Yarrow
(1960) suggested that the materials be inherently time-limited, so that the child
can be engaged in the interview process after a brief interaction with the mate-
rials. The creative products (e.g., drawings and puzzles) can be admired by the
interviewer, and the child’s skills can be praised. The child can then be ques-
tioned about the products and other facets of his or her behavior as rapport is
established.

The sex of the interviewer may pose a problem, depending on the age of the
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child and the age and sex of the interviewer. Older male children may feel more
inhibited in the presence of female interviewers, and older female children may
feel more inhibited in the presence of male interviewers (Yarrow, 1960). Howev-
er, no data are available to support or refute such observations.

The suggestibility of young children may pose a problem for the interviewer
who has resorted to questions that suggest a response or that require only a yes
or no response. The content and the tone of questioning can easily suggest a
“correct” or ““appropriate’”” answer to a question. Open-ended questions can be
used frequently to avoid the simple yes and no responses. Yarrow (1960) advo-
cated the use of a countersuggestion: several questions on the same topic are
slanted in different directions to deal with the possible bias resulting from the
content and/or tone of the questions.

Any unnecessary objects in the interview room may serve as distractors for
the child. In general, the room should be quiet and free of any visual and
auditory distractors.

The length of the interview must be considered in light of the child’s age.
Children may emit an easy response if they have become tired during a lengthy
interview. Sometimes small breaks during a lengthy interview help to rejuve-
nate the child. These can turn into brief play sessions that can reinforce appro-
priate disclosing by the child during the interview.

Additional tips for interviewing children have been offered by Goodman
(1972). He suggested that the interviewer speak slowly and in simple sentences,
avoid repeated questioning by disguising questions, use the subjunctive as an
invitation for the child to participate, speak quietly but audibly, not alter his or
her grammar or vocabulary to approximate the child’s, have questions proceed
from the innocuous to the searching, and ask questions in such a manner that
the answer is not implied.

In general, knowledge of child development enables one to circumvent
many problems that could be encountered when interviewing children. The
interviewer has a problem to solve when he or she is faced with a reluctant or
distractible child. This problem may have to be the first one addressed before
proceeding with the presenting problem. Resistance, for example, becomes the
first problem to overcome before additional problem-solving and assessment can
proceed. A reasonable knowledge of child development and good analytical
skills usually enable one to conduct a profitable interview.

Interviewing Parents

The parents are often the major source of information about the child’s
behavior. It is often the parents, rather than the child, who decide that the child
has a problem and who initiate the evaluation and intervention process. Fre-
quently, the “problem” either may be viewed differently by the child or may
even not exist from his or her perspective, so that the parents are frequently
distressed as much as, if not more than, the child. Thus, one really has several
clients. Issues generally revolve around the child’s behavior and distress, the
parents’ distress resulting from the child’s behavior or the parents’ own prob-
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lems (e.g., marital conflict or depression), and the parents’ unrealistic expecta-
tions of their child. The situation surrounding the ostensibly problem behavior
of the child is frequently complex and very often involves multiple individuals in
the family and school systems.

In addition to the distress expressed about the presenting problem(s), par-
ents may also be distressed by the fact that their child is not perfect and may
somehow feel cheated (Kaplan, 1971). They may have been frustrated by their
previous encounters with health or mental health professionals and may be
hostile to the interviewer because they have been unsuccessful in their attempts
to deal with the child’s behavior (Sattler, 1982). One should attempt to have both
parents present when interviewing, so that both perspectives on the child’s
behavior may be obtained and so that both parents may share the responsibility
for the child’s care (Sattler, 1982). One can acknowledge that the parents have
encountered problems and frustration and can attempt to engage the parents by
asking them to speak freely as active participants in the interview assessment
process and in future evaluations and/or interventions.

The establishment of rapport with the parents is an important aspect of the
interview process. In many cases, the parents are called on for assistance once
problem behaviors have been identified. Their cooperation is essential for the
success of any intervention. The building of cooperation and rapport can begin
during the first interview.

Allowing the child and the parents to interact during the initial interview
permits one to observe their style of interaction. Even though the external valid-
ity of these interactions may be questionable, one can frequently form hypoth-
eses that can be tested later via parental reports and direct observation at home
and at school. It is important in ending the interview to be very cautious about
one’s optimism in determining the nature of the problem and the needed ser-
vices. Many a parent has been frustrated by professionals’ failing to deliver
promised consequences or has been shocked by inaccurate diagnoses.

Interviewing Teachers

The school is one of two major settings where problem behaviors are identi-
fied. Even when the school is not the setting for these behaviors, the teacher
may be enlisted in the assessment of the child’s behaviors by corroborating
parental reports of a child’s behavior. The teacher is also an excellent source of
information regarding a child’s potentially problem behavior (Ciminero & Drab-
man, 1977; Gross, 1984; Keefe, Kopel, & Gordon, 1978). Interpersonal skills, for
example, may be ascertained by asking teachers about the child’s peers, the
nature and frequency of their interactions, the number of the child’s friends, the
inclusion of the child in group activities, and so on. Academic performance
problems may be discovered by asking the teacher whether the child completes
his or her assignents and whether they are completed on time. The child’s
performance can also be compared to that of other children in the class regarding
remaining on-task, performance in various content areas, and the time needed
to complete tasks. The child’s behavior at school can often provide clues regard-
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ing the controlling conditions for a child’s behavior both in school and in other
settings. Thus, the teacher is a valuable source of information and an essential
ally if a program is to be implemented by him or her.

In meeting with the teacher for the interview, one can frequently relieve the
teacher’s anxiety about any responsibility for the child’s problem behaviors
without assigning responsibility to anyone. One can work with the teacher in
defining problem areas and behaviors by pooling information obtained from
parents, the teacher, and the child. One may also explore the resources of other
school personnel, as well as the teacher, for possible later interventions. Finally,
it is important that one not leave the teacher with the expectation that immediate
results will be forthcoming (Handler, Gerston, & Handler, 1965).

REPORT WRITING: CONSOLIDATING INTERVIEW INFORMATION

A report typically includes information that has resulted from the analysis
and synthesis of multiple sources of information and, usually, multiple methods
(e.g., interview, direct observation, psychological testing, and teacher reports).
Because this chapter deals explicitly with the interview, we will address the
report that results from the interview only. In many cases, this would be termed
the intake interview or the initial assessment. For an excellent discussion of report
writing using multiple sources of information, see Sattler (1982) and Tallent
(1976).

Report Outline

The outline of the report will undoubtedly vary according to the purposes of
the interview and the agency or individuals who are to receive the report. One
might consider the following generic outline, which can be expanded and elabo-
rated as needed:

Name:
Date of birth:
Chronological age:
Date of examination or interview:
Date of report:
Grade:
Reason for referral:
General observations:
Description of problems and analyses:
1. Problem behavior(s)
2. Historical antecedents of problem behavior(s)
3. Current antecedents of problem behavior(s)
4. Consequences of problem behavior(s)
5. Functional analysis of problem behavior(s)
Recommendations
Summary
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Reason for Referral

This section contains a brief description of the presenting problem and the
source of the referral (e.g., the name and affiliation of a physician). The reason
for referral is usually the problem that will be addressed during intervention,
unless other problems identified during the assessment subsequently supersede
it.

General Observations

The word general belies the importance of these observations, as well as the
level of observational analysis that should occur in the interview. The interview
offers the opportunity to observe significant samples of behavior of the child,
interactions between the interviewer and the child, and interactions between the
child, the parents, and possibly other family members. It is the next best thing
the interviewer has to being with the child as he or she behaves over the course
of the day in a variety of settings. Even though the interview situation differs
from situations encountered by the child in a typical day, strong behavior pat-
terns are frequently observed in such an atypical situation. Interactions between
the child and significant others may take a form similar to that found in other
settings. Interviewers have the opportunity to obtain considerable information
and to formulate hypotheses about the child’s behavior in other settings that can
be tested by direct observations in these settings as well as by the verbal reports
of parents and teachers.

Space does not permit us to address all the possible aspects of a child’s
behavior during an interview. Some of the major areas include the child’s ap-
pearance, his or her cooperation with the interviewer, and general appraisal of
his or her own abilities; his or her speech, vocabulary, ability to express himself
or herself, general mood, interpersonal style, attention skills, and any other
behavior that is relevant by virtue of the presenting problem(s); and atypical
behavior patterns first noted in the interview situation.

Description of Problems and Analyses

The selection of the problem or the target behavior influences the clinician’s
diagnosis, assessment, intervention implementation, and monitoring for evalua-
tion (Kratochwill, 1985). Conceptual criteria for the selection of target behaviors
may include the danger of the client to herself or himself or to others, the
possibility that the behaviors will be maintained by significant others, the impor-
tance of the development of other behaviors that are hierarchically associated
with the target behaviors, one’s potential effectiveness in altering the contingen-
cies of the environment to affect the target behavior, and the availability of
systems that will promote the maintenance of the appropriate behaviors (Kra-
tochwill, 1985).

From a behavioral perspective, the description of the problem includes
information on the cognitive, motoric, and physiological domains. Depending
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on the behaviorist's conceptual views, the emphasis on each of these domains
may vary. The description may begin with a specific statement of the problem
behavior; for example, the child is noncompliant in response to teacher and
parental requests. Even though this would appear to be a simple description of
behavior, it already has elements of a functional analysis. We have noted the
class of behaviors of interest: the child engages in behavior that teachers and
parents deem inappropriate to their requests. Notice that this problem behavior
is stated positively; we have not noted that the child did not comply with
requests because that is not a behavior. Stating problems in terms of what a child
does not do can increase the difficulty of analyzing the problem and of develop-
ing an intervention program. The child is always behaving, and that behavior is
being influenced by contingencies that one may have to influence.

Not only have we noted the class of behaviors of interest (those that follow
requests), but we have also generally stated the conditions under which they
occur. The inappropriate behaviors occur following requests and in the presence
of teachers and parents.

The specification of problem behaviors and the targeting of behaviors for
intervention are not simple tasks. We can rarely take the presenting problem as
stated by the parent or teacher and begin an intervention. One could devote
several chapters to just the selection of target behaviors; however, space does
not permit us that luxury. An excellent treatment of the topic can be found in
Hawkins (1985).

The remainder of the analysis is a more elaborate and complex specification
of the many things that occur before and after the problem behavior that are
apparently maintaining that behavior. Excellent discussions on the identification
of the antecedents and consequences of a problem behavior and on the formula-
tion of hypotheses through a functional analysis of possible maintaining vari-
ables can be found in many articles and textbooks on behavioral asssessment
and behavior modification (e.g., Gelfand & Hartmann, 1975; Kanfer & Saslow,
1969; Mash & Terdal, 1981).

The task of the interviewer is much like that of a detective who is faced with
incomplete information and various clues. The initial interview occasionally
provides the needed information; however, additional information from the
child, the parents, and significant others, gleaned from interviews and direct
observation, is frequently necessary.

Recommendations

The recommendations should be supported by the description of problems
and the analysis and synthesis of these data. The nature of the recommenda-
tions will depend on the function of the interview (e.g., screening, diagnosis,
clarification of complaints, or targeting of behavior problems). Thus, recommen-
dations may focus on the need for further examination and testing, the sug-
gestion of particular forms of intervention, and predictions about future behav-
ior. This section should be written so that the writer's confidence in his or her
observations is very clear. Each recommendation should be accompanied by the
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interview data that led to the recommendation. Because we are addressing the
initial clinical interview, the recommendations will frequently be tentative. It
should be clear to the reader what is a description of behavior and what is being
inferred from the interview material. The recommendations should also take
into consideration the reason for referral, noting any discrepancies between the
presenting problem and what may have evolved as a superordinate problem as
the interview progressed.

Summary

The summary should be considered optional, particularly if it only repeats
the recommendations. The report in its entirety should ideally be a summary
(Sattler, 1982). One should keep in mind that some professionals, on receiving
the report, read only the summary. That could be reason enough to avoid such a

section.
As summarized by Sattler (1982), Applebaum (1970) noted seven important
elements of report writing. These include the ability

(a) to balance between data and abstraction, (b) to use modulation, (c) to be assertive or
modest when necessary, (d) to keep the interest of the reader, (e) to use illustrations
wisely, (f) to discuss systematically the individual parts of the report, and (g) to facili-
tate the decision making process. (p. 491)

Sattler (1982) presented several additional prescriptions that were adapted
from Moore (1969), who apparently obtained them from Strunk and White
(1959). Regardless of their origins, many of these prescriptions are worth noting
again:

1. Use definite, specific concrete language. Prefer the specific to the general, the
definite to the vague, the concrete to the abstract.
. Do not take shortcuts at the cost of clarity.
. Avoid fancy words.
. Omit needless words. Make every word tell.
. Express coordinate ideas in similar form. The content, not the style, should
protect the report from monotony.
. Do not overstate.
7. Avoid the use of qualifiers. Rather, very, little, pretty . . . these are the leeches
that infest the pond of prose, sucking the blood of words.
8. Put statements in positive form. Make definite assertions. Avoid tame, color-
less, hesitating noncommital language. (p. 492-493)

O W N

[«

In summary, the report should adhere to the data obtained in the interview.
Little is to be gained from making strong inferences, particularly following the
first interview.

CONCLUSIONS

We have attempted to address many of the issues we thought would be of
interest to the practitioner, as well as to the researcher who is looking for fertile
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ground in an area that is in embarrassing need of research. Interviewing chil-
dren and significant others can be thoroughly enjoyable, particularly when one
notes the similarities between the interviewer and the detective. Both are faced
with incomplete information, with different parties indicating that someone else
is at fault, and with various clues that initially do not seem to fit together. There
are no substitutes for a thorough understanding of one’s own behavior and how
it influences and is influenced by the behavior of others. Armed with this knowl-
edge and a knowledge of child development, one is prepared to confront the
most difficult case. Clinical interviewing is an art only to the extent that re-
searchers have not provided empirical support for our practices. We are all
guided by our successes and failures in interviewing and can learn from shared
experiences. We have attempted to share the fruits of some of our experiences
and research, as well as those of noted clinicians and researchers.

REFERENCES

Achenbach, T. M. (1978). The child behavior profile: 2. Boys aged 6-11. Journal of Consulting and
Clinical Psychology 46, 478-488.

Achenbach, T. M., & Edelbrock, C. (1979). The child behavioral profile: 2. Boys aged 12-16 and girls
aged 6-11 and 12-16. Journal of Consulting and Clinical Psychology, 47, 223-233.

American Psychiatric Association. (1980). Diagnostic and statistical manual of mental disorders (3rd ed.).
Washington, DC: Author.

Applebaum, S. (1970). Science and persuasion in the psychological test report. Journal of Consulting
and Clinical Psycology, 35, 349-355.

Atkeson, B. M., & Forehand, R. (1981). Conduct disorders. In E. Mash & L. Terdal (Eds.), Behavioral
assessment of childhood disorders. New York: Guilford Press.

Bierman, K. L. (1983). Cognitive development and clinical interviews with children. In B. B. Lahey &
A. E. Kazdin (Eds.), Advances in clinical child psychology (Vol. 6) New York: Plenum Press.
Bierman, K. L. & Schwartz, L. A. (1986). Clinical child interviews: Approaches and developmental

considerations. Journal of Child and Adolescent Psychotherapy, 3, 267-278.

Ciminero, A. (1977). Behavioral assessment: An overview. In A. R. Ciminero, K. S. Calhoun, & H. E.
Adams (Eds.), Handbook of behavioral assessment (pp. 3-13). New York: Wiley.

Ciminero, A., & Drabman, R. (1977). Current developments in the behavioral assessment of chil-
dren. InB. B. Lahey & A. E. Kazdin (Eds.), Advances in clinical child psychology (Vol. 1, pp. 47-77).
New York: Plenum Press.

Cunningham, C. E., & Barkley, R. A. (1979). The interactions of normal and hyperactive children
with their mothers in free play and structured tasks. Child Development, 50, 217-224.

Edelbrock, C., & Costello, A. J. (1984). Structured psychiatric interviews for children and adoles-
cents. In G. Goldstein & M. Hersen (Eds.), Handbook of psychological assessment (pp. 276—290).
New York: Pergamon Press.

Edelbrock, C., Costello, A. J., Dulcan, M. K., Kalas, R., & Conover, N. C. (1985). Age differences in
the reliability of the psychiatric interview of the child. Child Development, 56, 265-270.

Edelstein, B. A., Brasted, W., Detrich, R., DiLorenzo, T., Knight, J., Rapp, S., Scott, O., & Sims, C.
(1982, August). Sequential dependencies among clinical interviewer and interviewee behaviors. Paper
presented at meeting of the American Psychological Association, Washington, D.C.

Endicott, J., & Spitzer, R. L. (1978). A diagnostic interview: The schedule of Affective Disorders and
Schizophrenia. Archives of General Psychiatry, 35, 837-844.

Evans, 1., & Nelson, R. (1977). Assessment of child behavior problems. In A. R. Ciminero, K. S.
Calhoun, & H. E. Adams (Eds.), Handbook of behavioral assessment (pp. 603—681). New York:
Wiley.



182 BARRY A. EDELSTEIN AND ELLEN S. BERLER

Feighner, J. P., Robins, E., Guze, S. B., Woodruff, R. N., Winoker, G., & Munoz, R. (1972).
Diagnostic criteria for use in psychiatric research. Archives of General Psychiatry, 26, 57-63.
Felton, J., & Nelson, R. O. (1984). Inter-assessor agreement on hypothesized controlling variables
and treatment proposals. Behavioral Assessment, 6, 199-208. ,

Ferster, C. (1972). An experimental analysis of clinical phenomena. The Psychological Record, 22, 1-6.

Ferster, C. (1979). A laboratory model of psychotherapy: The boundary between clinical practice and
experimental psychology. In P. Sjoden, 5. Bates, & W. Dockens (Eds.), Trends in behavior therapy
(pp. 23-28). New York: Academic Press.

Ferster, C. (1981). A functional analysis of behavior therapy. In L. Rehm (Ed.), Behavioral therapy for
depression (pp. 181-196). New York: Academic Press.

Gelfand, D. M., & Hartmann, D. P. (1975). Child behavior analysis and therapy. New York: Pergamon
Press.

Goldstein, A. P., Heller, K., & Sechrest, L. (1966). Psychotherapy and the psychology of behavior change.
New York: Wiley.

Goodman, J. D. (1972). The psychiatric interview. In B. B. Wolman (Ed.), Manual of child psycho-
pathology (pp. 743-765). New York: McGraw Hill.

Gross, A. M. (1984). Behavioral interviewing. In T. Ollendick & M. Hersen (Eds.), Child behavioral
assessment: Principles and procedures (pp. 61-79). New York: Pergamon Press.

Handler, L., Geston, A., & Handler, B. (1965). Suggestions for improved psychologist-teacher
communication. Psychology in the Schools, 2, 77-81.

Hartmann, D., Roper, B., & Bradford, D. (1979). Some relationships between behavioral and tradi-
tional assessment. Journal of Behavioral Assessment, 1, 3-21.

Hawkins, R. P. (1985). Selection of target behaviors. In R. D. Nelson & S. C. Haynes (Eds.),
Foundations of behavioral assessment. New York: Guilford Press.

Hay, W. M,, Hay, L. R., Angle, H. V., & Nelson, R. O. (1979). The reliability of problem identifica-
tion in the behavioral interview. Behavioral Assessment, 1, 107-118.

Haynes, S. N. (1978). Principles of behavioral assessment. New York: Gardner Press.

Haynes, S., & Jensen, B. (1979). The interview as a behavioral assessment instrument. Behavioral
Assessment, 1, 97-106.

Herjanic, B. (1984). Systematic diagnostic interviewing of children: Present state and future pos-
sibilities. Psychiatric Developments, 2, 115-130.

Herjanic, B., & Campbell, W. (1977). Differentiating psychiatrically disturbed children on the basis of
a structured interview. Journal of Abnormal Child Psychology, 5, 127-134.

Herjanic, B., & Reich, W. (1982). Development of a structured psychiatric interview for children:
Agreement between child and parent on individual symptoms. Journal of Abnormal Child Psychol-
ogy, 10, 307-324.

Herjanic, B., Herjanic, M., Brown, F., & Wheatt, T. (1975). Are children reliable reporters? Journal of
Abnormal Child Psychology, 3, 4-48.

Herskowitz, J., & Rosman, N. P. (1982). Pediatrics, neurology, and psychiatry—Common ground. New
York: Macmillan.

Hodges, K., Kline, J. Stern, L. Cytryn, & McKnew, D. (1982). The development of child assessment
interview for research and clinical use. Journal of Abnormal Child Psychology, 10, 173-189.

Hodges, K., McKnew, D., Cytryn, L., Stern, L., & Kline, J. (1982). The Child Assessment Schedule
(CAS) diagnostic interview: A report on reliability and validity. Journal of the American Academcy
of Child Psychiatry, 21, 468—473.

Holland, C. J. (1970). An interview guide for behavioral counseling with parents. Behavior Therapy, 1,
70-79.

Kanfer, F., & Saslow, G. (1969). Behavioral diagnosis. In C. M. Franks (Ed.), Behavior therapy:
Appraisal and status (pp. 417-444). New York: McGraw-Hill.

Kaplan, B. L. (1971). Counseling with mothers of exceptional children. Elementary School Guidance and
Counseling. 6, 32-36.

Kazdin, A. (1977). Assessing the clinical or applied importance of behavior change through social
validation. Behavior Modification, 1, 427-452.

Keefe, F. J., Kopel, S. S., & Gordon, S. B. (1978). A practical guide to behavioral assessment. New York:
Springer.



INTERVIEWING AND REPORT WRITING 183

Kovacs, M. (1978). Children’s Depression Inventory (CDI). Unpublished manuscript, University of
Pittsburgh.

Krasner, L. (1958). Studies of the conditioning of verbal behavior. Psychological Bulletin, 55, 148-170.

Kratochwill, T. (1985). Selection of target behaviors: Issues and directions. Behavioral Assessment, 7,
3-5.

Leitenberg, H., Burchard, ]J. D., Burchard, S. N. Fuller, E. J., & Lysaght, T. V. (1977). Using positive
reinforcement to suppress behavior: Some experimental comparisons with conflict. Behavior
Therapy, 8, 168-182.

Lennard, H., & Bernstein, A. (1960). The anatomy of psychotherapy: Systems of communication and
expectation. New York: Columbia University Press.

Linehan, M. (1977). Issues in behavioral interviewing. In J. D. Cone & R. P. Hawkins (Eds.),
Behavioral assessment: New directions in clinical psychology (pp. 30~-51). New York: Brunner/Mazel.

Livesley, W. J., & Bromley, D. B. (1973). Person perception in childhood and adolescense. London: Wiley.

Mash, E., & Terdal, L. (1981). Behavioral assessment of childhood disturbance. In E. Mash &
L. Terdal (Eds.), Behavioral assessment of childhood disorders (pp. 3-76). New York: Guilford
Press.

Meyer, V., Liddell, A., & Lyons, M. (1977). Behavioral interviews. In A. R. Ciminero, K. 5. Calhoun,
& H. E. Adams (Eds.), Handbook of behavioral assessment (pp. 117-152). New York: Wiley.

Miller, G., Galanter, E., & Pribram, C. (1960). Plans and the structure of behavior. New York: Holt,
Rinehart, & Winston.

Moore, M. V. (1969). Pthological writing. Asha, 11, 535-538.

Morganstern, K. P. (1976). Behavioral interviewing: The initial stages of assessment. In M. Hersen &
A. S. Bellack (Eds.), Behavioral assessment: A practical handbook (pp. 51-76). New York: Pergamon
Press.

Morganstern, K. P., & Tevlin, H. E. (1981). Behavioral interviewing. In M. Hersen & A. S. Bellack
(Eds.), Behavioral assessment: A practical handbook (2nd ed., pp. 71-100). New York: Pergamon
Press.

Ollendick, T., & Cerny, J. (1981). Clinical behavior therapy with children. New York: Plenum Press.

Orvaschel, H., Puig-Antich, J., Chambers, W., Tabrizi, M. A., & Johnson, R. (1982). Retrospective
assessment of prepubertal major depression with the Kiddle-SADS-E. Journal of the American
Academy of Child Psychiatry, 21, 392-397.

Puig-Antich, J., & Chambers, W. (1978). The Schedule for Affective Disorders and Schizophrenia for school-
aged children. New York: New York State Psychiatric Institute.

Puig-Antich, J., Blau, S., Marx, N., Greenhill, L. 1., & Chambers, W. (1978). Pre-pubertal major
depressive disorder: A pilot study. Journal of the American Academy of Child Psychiatry, 17, 695-
707.

Puig-Antich, J., Chambers, W., Halpern, F., Hanlon, C., & Sachar, E. ]. (1979). Cortisol hypersecre-
tion in prepubertal depressive illness: A preliminary report. Psychoneuroendocrinology, 4, 191
197.

Puig-Antich, J., Perel, ]. M., Lupatkin, W., Chambers, W., Shea, C., Tabrizi, M. A., & Stiller, R. L.
(1979). Plasma levels of imipramine (IMI) and desmethylimipramine (DMI) and clinical response
in prepubertal major depressive disorder: A preliminary report. Journal of the American Academy
of Child Psychiatry, 18, 616-627.

Reich, W., Herjanic, B., Welner, Z., & Gandhy, P. R. (1982). Development of a structured psychiatric
interview for children: Agreement on diagnosis comparing child and parent interviews. Journal
of Abnormal Child Psychology, 10, 325-336.

Rotter, J. B. (1954). Social learning and clinical psychology. Englewood Cliffs, NJ: Prentice-Hall.

Santostefano, S. (1971). Beyond nosology: Diagnosis from the viewpoint of development. In H. E.
Rie (Eds.), Perspectives in child psychology (pp. 130-148). Chicago: Aldine Atherton.

Sattler, J. M. (1982). Assessment of children’s intelligence and special abilities (2nd ed.). New York: Allyn
& Bacon.

Skinner, B. F. (1957). Verbal behavior. Englewood Cliffs, NJ: Prentice-Hall.

Speilberger, C. (1973). State-Trait Anxiety Inventory for Children. Palo Alto, CA: Consulting Psycholog-
ical Press.

Strunk, W., Jr., & White, E. G. (1959). The elements of style. New York: Macmillan.



184 BARRY A. EDELSTEIN AND ELLEN S. BERLER

Stuart, R. B. (1970). Trick or treatment: How and when psychotherapy fails. Campaign, IL: Research
Press.

Swan, G. E., & MacDonald, M. C. (1978). Behavior therapy in practice: A national survey of behavior
therapists. Behavior Therapy, 9, 799-807.

Tallent, N. (1976). Psychological report writing. New York: Prentice-Hall.

Truax, C. (1966). Influence of patient statements on judgments of therapist statements during
psychotherapy. Journal of Clinical Psychology, 22, 335-338.

Van Houten, R. (1978). Normative data: A comment. Journal of Applied Behavior Analysis, 11, 110.

Wabhler, R., & Cormier, W. H. (1970). The ecological interview. A first step in out-patient child
behavior therapy. Journal of Behavior Therapy and Experimental Psychiatry, 1, 279-289.

Watt, A. F. (1944). The language and mental development of children. Boston: D. C. Heath.

Weins, A. N. (1976). The assessment interview. In 1. B. Weiner (Ed.), Clinical methods of psychology.
New York: Wiley.

White, M. A. (1975). Natural rates of teacher approval and disapproval in the classroom. Journal of
Applied Behavior Analysis, 8, 376-378.

Wiener, N. (1948). Cybernetics: Or control and communication in the animaland the machine. Cambridge,
MA: M.LT. Press.

Williams, J. L. (1981, May). Coming under the client’s control, A radical behavioral view of verbal behavior in
counseling processes and techniques (Part 2). Paper presented at meeting of the Association for
Behavior Analysis, Milwaukee.

Yarrow, L. (1960). Interviewing children. In P. H. Musson (Eds.), Handbook of research methods in child
development (pp. 561-602). New York: Wiley.

Yarrow, M. R., Campbell, J. D., & Burton, R. V. (1970). Recollection of childhood: A study of the
retrospective method. Monographs of the Society for Research in Child Development, 35 (5, Serial No.
138).



[T  Assessment of Specific
Disorders



9  Developmental Learning
Disorders

BARBARA TYLENDA, STEPHEN R. HOOPER, AND
ROWLAND P. BARRETT

INTRODUCTION

Comparative discussions of mental retardation and learning disabilities yield a
surprising number of varied opinions regarding both definitions and the rela-
tionship of each disorder to the other. In an informal survey conducted by
Tylenda (1983), college freshmen were asked to define mental retardation and
learning disabilities at the outset of an educational psychology course. Some
students stated that mental retardation and learning disabilities were the same
type of disorder (i.e., slowness in the learning process) and merely existed at
different points on a continuum. Others stated that they were mutually ex-
clusive disorders related to cognitive functioning. However, the vast majority of
the students sampled stated that learning disabilities had to do with deficits in
one’s ability to read or write, whereas mental retardation was a type of mental
illness. Strongly influenced by the majority’s ill-defined concept of mental retar-
dation as a mental health issue, the results of the survey were attributed to
naiveté.

In retrospect, this decision may have been short-sighted. It would appear
that the beliefs of these freshman students were a surprisingly accurate portrayal
of the divergent perspectives currently plaguing the learning disorders field.
Paramount is the problem of definition. Educators and medical personnel, for
example, use different working definitions for both mental retardation and
learning disabilities. Medical references generally separate mental retardation
and learning disabilities as mutually exclusive categories, whereas educational
sources espouse the idea that such disorders may coexist for an individual.
Although the definitional issue can be resolved on theoretical grounds, one is
left questioning the clinical utility of concurrently diagnosing an individual as
both mentally retarded and learning disabled.

In this chapter, the differential diagnosis of mild mental retardation and
learning disabilities is examined. To create the context for this discussion, histor-
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ical overviews on mental retardation and learning disabilities are provided. Cur-
rent definitions and assessment procedures are also discussed. Following these
sections, theoretical and contemporary clinical issues in the differential diag-
nosis of learning disorders are addressed. The chapter concludes with a summa-
ry of the relationships between mild mental retardation and learning disabilities,
along with recommendations for additional clinical research having direct bear-
ing on the differential diagnosis of learning disorders.

MENTAL RETARDATION

Historical Overview

References to mentally retarded persons can be traced to early history, and
numerous accounts are found in the Bible, the Koran, and the Talmud. Histor-
ical reviews of ancient Greek and Roman literature indicate that mentally re-
tarded individuals, along with physically handicapped individuals, were typ-
ically abandoned, killed, or exploited in a dehumanizing manner. In ancient
Rome, for example, it was not uncommon for parents to drown their mentally
retarded children, and the wives of the most affluent Greeks and Romans used
mentally retarded individuals to entertain guests (Poling & Breuning, 1982). All
such activities, completely devoid of humanity, were carried out under the
Greek and Roman philosophy that mental retardation, like physical anomalies,
was contrary to the concept of the ““total man.”

With the emergence of Christianity and the teachings of “compassion” and
“brotherly love,” the fate of mentally retarded and other disabled persons was
better, and increasing numbers of handicapped individuals were cared for by
private families. However, each age’s unique interpretation of Christian doctrine
resulted in constantly changing attitudes toward and treatment of the mentally
retarded. For example, early in the Middle Ages, some viewed the mentally
retarded as “infants of God” and regarded their garbled speech as divine revela-
tion (Poling & Breuning, 1982). Thus, they were free to wander undisturbed.
Yet, by 1150 A.D., the notion of mental retardation as a reflection of parental sin
was commonly accepted. As a result, once again, restrictions and harsh treat-
ment became common practice. Later, during the Renaissance and Reformation
periods, these individuals were regarded as demoniacally possessed. Exorcisms
and purgings were carried out on mentally retarded individuals, and some
probably were burned as witches. This age of so-called Enlightenment was
followed by a period of compassion and protection for these individuals. Re-
ligious orders established institutions to care for mentally retarded as well as
physically deformed and handicapped individuals. Under religious direction,
they received food, clothing, shelter, and protection from abuse and physical
harm. By the middle of the seventeenth century, numerous public facilities were
in place throughout western Europe. However, with time, conditions became
crowded and unsanitary, and lay personnel were uncaring and, often, brutal in
their treatment.
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During the latter half of the eighteenth century, the ideas of Locke, Rou-
sseau, Pestalozzi, Froebel, and Pereira influenced new directions in special edu-
cation and resulted in the establishment of successful educational programs for
deaf and blind persons. Though these programs did not serve mentally retarded
individuals directly, their philosophies and methods provided a basic model for
subsequent treatment approaches for the mentally retarded.

Systematic attempts to teach and habilitate the mentally retarded began in
the early nineteenth century, when Itard, the French physician, attempted to
educate Victor, the inarticulate 11-year-old boy who was discovered by hunters
in the forest of Aveyron. Using techniques similar in theory to current behavior
modification methods, Itard aided Victor in developing adequate self-care, so-
cial, and receptive language skills over a five-year period. Though he considered
his techniques a failure because Victor did not develop speech, Itard’s methods
suggested that mentally retarded individuals could acquire and refine a variety
of adaptive behaviors through systematic training. Sequin, a student of Itard,
continued developing his mentor’s techniques and, by the mid-nineteenth cen-
tury, had established educational programs for the mentally retarded that great-
ly accelerated interest in this population throughout Europe.

Strongly influenced by Sequin’s work, educational and habilitative institu-
tions were established throughout western Europe and the United States. By
1875, more than 25 institutions were operating in the United States with approx-
imately 15,000 mentally retarded individuals in residence (Maloney & Ward,
1979). By 1900, institutions in the United States had expanded in number and
size and served a multiply handicapped population as well as normal epileptics.
Although these institutions were originally established to educate and habilitate,
by the late 1930s they were functioning solely as holding facilities, where mini-
mal custodial care was provided.

This enormous reversal in patient care resulted from a variety of circum-
stances. First, government funds were being diverted to other sources as a result
of World War I and the Great Depression of the 1930s. Second, although the goal
of residential facilities was to aid individuals in securing successful placement in
the community, few mentally retarded individuals were adapting adequately,
and the result was high rates of recidivism. Third, state institutions enjoyed
marginal success in teaching basic classroom skills to this population, so more
families were placing their mentally retarded offspring in such residences. Final-
ly, the eugenics movement (a scientific discipline geared to “improving” inher-
ent racial qualities) of the late 1800s and the early 1900s had a significant impact
on society’s view of the mentally retarded. Because eugenics allegedly provided
proof that mental retardation was inherited and fixed, as well as evidence that
those afflicted were dangers to society, much pressure was placed on families to
send their mentally retarded offspring away from the community, to place them
in institutions, and to have them sterilized. By the late 1930s, institutions were
overcrowded and provided pathetic care for their residents. The commitment to
educate and habilitate mentally retarded individuals that had led to the original
formation of residential facilities had been lost.

New and significant advances came with the end of World War II. The
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country entered a period of financial prosperity. Money was reinvested in old
government programs, and community services were emphasized and ex-
panded. However, institutional conditions in many facilities continued to deteri-
orate, and institutional reform was actively sought by both parents and profes-
sionals. In 1950, parents of mentally retarded individuals banded together and
founded the National Association for Retarded Children (now the National As-
sociation for Retarded Citizens), and in 1953, institutional standards were devel-
oped by the American Association on Mental Deficiency. Special educational
provisions expanded throughout the United States, with a growing concern for
the young student, the adolescent, and vocational training. At the same time,
the medical and scientific community accelerated research in areas bearing on
mental retardation, with particular emphasis on heredity, neuroanatomy, neu-
rophysiology, and brain—behavior relationships. In 1961, President John F. Ken-
nedy provided a national incentive to meet the needs of the mentally retarded
and the mentally ill and appointed a special President’s Panel on Mental Retar-
dation. The panel published a report in 1962 that established goals and guide-
lines for future development. This document has served as a base for the con-
tinued commitment to improving the quality of life for mentally retarded
citizens.

Etiological Trends

Historically, there has been a tendency to view mental retardation as di-
chotomous rather than as homogeneous (Hooper & Boyd, 1986). Within this
framework, the etiology is considered nonorganic for the majority of mentally
retarded individuals (75%-80%), and the condition is referred to as cultural-
familial retardation. Generally, this group of mentally retarded individuals has
been described as biologically intact with abnormalities resulting from a nor-
mally distributed polygenetic controlled set of attributes and/or from im-
poverished surroundings and a lack of cultural opportunities. In contrast, the
second group (comprising the remaining 20%-25%) has been identified as hav-
ing clear, though varied, forms of brain damage.

Within recent years, this dichotomous etiologically perspective on mental
retardation has been challenged (Baumeister & MacLean, 1979; Masland, 1958;
Tredgold & Soddy, 1963), and contemporary researchers advocate that mental
retardation be conceptualized as existing along a continuum of neurological
impairment (Baumeister & MacLean, 1979). In support of this contention, Luria
(1963) noted that no distinction should be made between mentally retarded
individuals having known organic impairment and the larger group whose men-
tal retardation is of unknown etiology. Consistent with this position, recent
studies have repeatedly documented neuropathology in mentally retarded indi-
viduals not diagnosed as having brain dysfunction (Crome, 1960; Gonatas,
Evangelista, & Walsh, 1967; Huttenlocher, 1974, 1975; Purpura, 1974; Sylvester,
1983), with a tendency for the less severe cases of mental retardation to exhibit
milder brain anomalies (Freytag & Lindenberg, 1967; Jellinger, 1972; Malamud,
1964).
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To date, mental retardation may be attributed to over 200 known causes
(Cleland, 1983), with medical classification grouped into three major categories:
(1) genetic factors (e.g., transmission through dominant or recessive genes;
chromosomal, metabolic, and structural brain defects); (2) high-risk physical
factors occurring after conception (e.g., teratogenesis, toxins, infections, trau-
ma, anoxia, malnutrition); and (3) social factors (e.g., poverty, poor cognitive or
language stimulation, inadequate schooling). Current work also suggests that
brain pathology is pervasive throughout the range of mental retardation
(Baumeister & MacLean, 1979).

Definition

Arriving at a consensual agreement among professionals on a working defi-
nition of mental retardation has been an arduous task, and revisions have been
numerous. The repeated updating of the definition has resulted partially from
the need to have a single definition that can be applied to children, adolescents,
and adults, as well as from the need to eliminate the definitional inconsistency
existing between professional organizations. Amid these revisions, the Ameri-
can Association on Mental Deficiency (AAMD) has consistently provided the
most widely used definition. Since 1973, the AAMD has defined mental retarda-
tion on the basis of three diagnostic criteria: (1) significantly subaverage general
intellectual functioning; (2) concurrent deficits or impairments in adaptive be-
havior; and (3) onset during the developmental period. All three components of
this definition must be met in order for an individual to be considered mentally
retarded. As quoted from the AAMD’s 1977 revision of Classification in Mental
Retardation (Grossman, 1977):

GENERAL INTELLECTUAL FUNCTIONING is defined as the results obtained by
assessment with one or more of the individually administered general intelligence tests
developed for the purpose of assessing intellectual functioning.

SIGNIFICANTLY SUBAVERAGE INTELLECTUAL FUNCTIONING is defined as two
or more standard deviations (SD) below the mean on standardized tests of intelligence.
ADAPTIVE BEHAVIOR is defined as the effectiveness or degree with which indi-
viduals meet the standards of personal independence and social responsibility ex-
pected for age and cultural group.

DEVELOPMENTAL PERIOD is defined as the period of time between birth and the
18th birthday. (p. 1)

The American Psychiatric Association (1980) in the third edition of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM-III) adopted the AAMD
definition with minor variation. The DSM-III differs from the 1977 AAMD man-
ual in that it defines “significantly subaverage intellectual functioning” as ““an
intelligence quotient (IQ) of 70 or below on an individually administered IQ test”

. 36).
® 112 1983, the AAMD again revised its definition of mental retardation in an
attempt to reflect worldwird consistency (i.e., with the ninth edition of the
International Classification of Diseases [ICD-9] of the World Health Organization
and with the American Psychiatric Association’s DSM-III). The change was lim-
ited to the definition of “significantly subaverage intellectual functioning” and
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moved from the wording “two or more standard deviations (SD) below the
mean” (Grossman, 1977, p. 1) to “approximately an IQ of 70 or below”
(Grossman, 1983, p. 1).

It would appear that the AAMD’s agreement to change its definition from
the standard deviation method to an approximately defined IQ score was based
on the fact that the majority of the frequently used standardized intelligence
tests (e.g., the Wechsler scales) have a mean of 100 and a standard deviation of
15. Thus, on these standardized intelligence tests, an IQ two standard devia-
tions below the mean equals an IQ of 70. However, such a revision in definition
is an issue of concern for users of intelligence tests that do not have a standard
deviation of 15 IQ points, such as the Stanford-Binet, Form L-M (Terman &
Merrill, 1960), the McCarthy Scales (McCarthy, 1972), the Pictorial Test of Intel-
ligence (French, 1964), the third edition of the Columbia Mental Maturity Scale
(Burgemeister, Blum, & Lorge, 1972), and the Bayley Scales of Infant Develop-
ment (Bayley, 1969). For example, according to former AAMD (Grossman, 1973,
1977) definitions, “significantly subaverage intellectual functioning’” was classi-
fied as an IQ of 68 or below on the Stanford-Binet Intelligence Scale but as an IQ
of 70 or below on the Wechsler scales. In the new AAMD (Grossman, 1983)
definition, a person obtaining an IQ of 70 on the Stanford-Binet may be consid-
ered mentally retarded (assuming the other two criteria are met) when, in fact,
the obtained score does not deviate from the grand mean score in the same
manner as a cohort’s IQ of 70 would on a Wechsler test. Although it may appear
that we are haggling merely over a few points, we are really questioning the
efficacy of precisely defined statistical parameters when they ignore the funda-
mentals of psychometrics and standardized test construction. The earlier AAMD
definition appears to have been more representative of test measurement and
statistical comparison because it took into account the fact that each standard-
ized intelligence test has a different standard deviation from the mean IQ of 100,
and that the use of the standard deviation permits the precise interpretation of
individual scores within a distribution.

Although debate over the more appropriate definition of “significantly sub-
average intellectual functioning” goes beyond the scope of this chapter, the
objective in pointing to this issue is to alert professionals to the recent change in
definition, as this change potentially impacts rather significantly on the classifi-
cation scheme for subaverage intelligence. It appears that the AAMD has antici-
pated the difficulties that will accompany its most recent revision in definition by
choosing to include the word approximately when defining “significantly sub-
average intellectual functioning,” though the DSM-III does not. By adopting a
compromise position, the AAMD indirectly adheres to its previous definition
and seeks to avoid statistical debate while maintaining interagency consistency.

Mental Retardation Subtypes

With regard to the classification of mental retardation (see Table 1), the
latest AAMD manual and the DSM-III both list four levels of mental retardation:
mild, moderate, severe, and profound. These four subclassifications have been



193

LEARNING DISORDERS

Gz 1o Mmo[aq MO[aq (3r0ddng ay17)
0C Mmo[eg 0C mor3g pue y¢ pue 61 10°G— Mmo[xq [eTpoIsT) 101p] YW punojoid
ov—s¢ (quapuada(g)
03 G¢-0¢ ye—0¢ ac—6¢€ 0g—¢G¢E 00°6— 03 I0°¥— S[qeurel], jorp] YN 919435
§6—09
03} 0¥—G€ 67—6¢ (072 2 9€—19 00'vy— 03 10°E— dqeurel], S[aquuj AW 91eIspOA
0z ‘xoxdde
03 66-09 0£-0S G6—69 ¢S89 00'¢c— O3 10°C— s|qeonpy UoIoN AN PITIN
sa8uer O s[aa3] OI Gl = ds 91 = ds a8uer [euoneonpyg [BOLIOISTH juaLm)
uoheIASp pIepuelg
(e86T) (0861) as 4q aduer Oy A3ojounurs
dnvVv I-NSsa
(z61)
aAnvy
uonedyIsseD

uonepIeIdy [BIUIA JO SPOYISN uonedyisse)) aaneredwo)) ‘1 g14v],



194 BARBARA TYLENDA ET AL.

used for some time, with mild mental retardation being roughly equivalent to
the education term educable, moderate mental retardation being equated with the
education term trainable, and severe and profound mental retardation being
equated with the education terms trainable (dependent) and custodial (life support),
respectively. As in the 1973 and 1977 AAMD revisions, the category of bor-
derline intellectual functioning continues to be eliminated as a classification
subgroup of mental retardation.

A major difference between the AAMD'’s 1977 and 1983 classification criteria
is the elimination of standard deviation bands as the basis for current grouping,
a modification consistent with the recent change in definition. However, it is
particularly noteworthy that this revision by the AAMD did not result in com-
plete conformity with the DSM-III. In fact, it has led to a major difference
between each agency’s criteria for determining levels of mental retardation.
Whereas the DSM-III uses distinct IQ “cutoff” points, the AAMD has replaced
its standard deviation band with a range of scores at each end of each level in
accordance with the belief ‘‘that there is some error of measurement in all tests,
that tests differ somewhat in standard deviations and thus meaning of the
obtained IQ, and the importance of using very sound clinical judgment in decid-
ing on level of retardation” (Grossman, 1983, p. 126). Thus, rather than leading
to consensual agreement and simplification for the clinician, these recent revi-
sions have put increased responsibility on clinicians and educational personnel
for the appropriate diagnostic placement of individuals within a category.

Assessment Issues and Prevalence Estimates

The definition of mental retardation indicates that, in addition to age, two
criteria must be evaluated in making classifications: level of intelligence and level
of adaptive behavior. Classifying an individual as mentally retarded is appropri-
ate only when the person being assessed falls into the mentally retarded catego-
ry for both intellectual and adaptive behavior functioning. Assessment of the
first criterion requires completion of a standardized, individually administered
intelligence test. Assessment of adaptive behavior is less clear and may take the
form of a variety of objective scales, such as the AAMD Adaptive Behavior Scale
(Nihira, Foster, Shellhaas, & Leland, 1975), the Adaptive Behavior Inventory for
Children (Mercer & Lewis, 1978), or the Vineland Adaptive Behavior Scales
(Sparrow, Balla, & Cicchetti, 1984), or it may rest solely on clinical judgment.

Both methods of assessing adaptive behavior have shortcomings. Though a
number of objective scales for assessing adaptive behavior are currently avail-
able, no clear criteria exist for establishing whether an individual’s behavior is
adaptive or fails to meet expected levels of functioning regarding chronological
age. For example, on Part I of the AAMD Adaptive Behavior Scale (Nihira et al.,
1975), 10 behavior domains considered important to the development of person-
al independence in daily living are rated. However, no overall criterion score has
been set. Does the individual need to fall into the significant range (>sixtieth
percentile score) on 6 of the 10 categories, 8 of the 10 categories, or on all 10
categories? Further, “norming” of this scale was conducted solely on a develop-
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mentally disabled population. Consequently, scores in the “significantly ele-
vated range”’ are only in comparison to scores of other developmentally disabled
individuals. Thus, very little is learned about those individuals who score in the
“normal range” of this scale. The adaptive behaviors of this group also may be
significantly inferior when compared to those of a developmentally nondisabled
population. The accompanying manual for the AAMD Adaptive Behavior Scale
(Fogelman, 1975) attempts to address its inherent weakness with the following
caveat:

The AAMD Adaptive Behavior Scale must not be used, in and of itself, to determine an
individual’s level of adaptive behavior. . . . It is one of the assessment devices and
techniques which, in conjunction with others, can be used to help determine an indi-
vidual’s adaptive behavior level. (p. 8)

However, without objective, psychometrically derived criteria, clinical judge-
ment will persist as the foremost determinant of adaptive behavior. Other objec-
tive scales reduce to similar situations, despite efforts to the contrary. For exam-
ple the newly revised Vineland Adaptive Behavior Scales (Sparrow et al., 1984),
which provide an adaptive behavior composite score with a mean of 100 and a
standard deviation of 16, repeatedly require the rater to make clinical judgments
throughout the interviewing process. Thus, with regard to the assessment of
adaptive behavior, it appears that the clinician may make repeated use of “objec-
tive scales” as encouraged, but that clinical judgment will continue as the final
determinant of whether an individual is adequately meeting the personal re-
sponsibility and social demands of daily living.

Considering the methods available to assess adaptive behavior, it is not
surprising that clinicians’ compliance with this two-dimensional system for clas-
sifying mental retardation has been more apparent than real. Adams (1973),
Junkala (1977), and Roszkowski and Spreat (1981) found that even if adaptive
behavior measures were available, many professionals would still be inclined to
base their diagnosis primarily on IQ. This practice is unfortunate, given the
growing evidence that IQ alone underestimates an individual’s overall adaptive
skills (Mastenbrook, 1978; Roszkowski & Spreat, 1981). Further, investigators
(e.g., Silverstein, 1973; Tarjan, 1970) have reported that the proper application of
diagnostic criteria results in a lowering of the prevalence rates for mental retar-
dation. According to Tarjan (1970), by IQ standards alone, about 3% of the U.S.
population is mentally retarded. Yet, if both IQ and adaptive behavior are en-
tered in the diagnostic equation, a reduction in prevalence to approximately 1%
is reported, the discrepancy being due to “disharmony between the IQ score
and reasonable success in adaptation” (p. 749). Thus, rather than ignoring cur-
rent adaptive behavior measures (cf. Coulter & Morrow, 1978) and eliminating
them from among the diagnostic criteria, it is preferred that a quantitative defini-
tion of adaptive behavior be included in the definition of mental retardation and
that psychometric instrumentation for assessing adaptive behavior be intro-
duced. Until this occurs, there appears to be much too much room for individual
clinician differences in the diagnosis and the subtype classification of mental
retardation to expect accuracy.
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LEARNING DISABILITIES

Historical Qverview

Trends in the area of mental retardation have contributed significantly to
the evolution and development of the concept of learning disabilities (Hallahan
& Cruickshank, 1973), particularly as regards evolving etiological (McCandless,
1965; Strauss & Lehtinen, 1947), definitional (Kirk, 1976), and treatment (Kirk &
Kirk, 1971) perspectives. Given the growing concern about a better understand-
ing of learning problems, Larsen (1976) has suggested that learning disabilities
represent one of the largest, and perhaps most controversial, categories in spe-
cial education.

Historically, it has been nearly 100 years since specific learning problems
were described in children. Using a case study format, Hinshelwood (1895),
Morgan (1896), and Bastian (1898) each described learning problems in children,
particularly reading difficulties, that resembled those deficits typically found in
adults with known brain damage. Following these case reports, Hinshelwood
(1900, 1902, 1909) presented a series of cases that suggested a familial rela-
tionship in the disorder that was termed congenital word blindness. Thus, by the
early 1900s, the foundation for the study of learning disabilities was firmly
established (Hooper, Boyd, & Hynd, 1986). Of particular importance in this
historical context was the assumption that the deficiency in learning was related
to neurodevelopmental deficits in the left cerebral hemisphere. Although other
areas of the brain have been implicated in learning disabilities (e.g., Rourke,
Bakker, Fisk, & Strang, 1983), it should be noted that it has taken nearly seven
decades of research to establish the validity of these earlier findings.

The study of learning disabilities has been promoted by the convergence of
two basic lines of research (Hooper et al., 1986). The first line of research had its
beginnings with Samuel Orton (1928), who observed that many children with
severe learning difficulties had problems applying hemispherically lateralized
cognitive processes in their learning. These children typically evinced letter and
word reversals in their reading, and they manifested lateralized motor deficits.
Orton hypothesized that these children had failed to develop normal cerebral
dominance for visual-perceptual and linguistic processing. Although recent re-
views of the cerebral dominance literature (e.g., Kinsbourne & Hiscock, 1981)
have dispelled much of Orton’s original paradigm, the importance of his think-
ing cannot be overemphasized in that it attracted investigators from the fields of
medicine, education, and psychology and thus further advanced the field of
learning disabilities.

The second line of research, which contributed to conceptualizing learning
problems from a neurobiological base, related to the localization of function in
the brain. The early work of Broca (1861), Wernicke (1874), and Jackson (1876)
has contributed significantly to the understanding of brain-behavior rela-
tionships in learning difficulties. These early investigators reported that specific
neuroanatomical deficits were related to specific functional behaviors (e.g.,
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motor functions and expressive and receptive speech). Generally, localization
theory assumed that complex mental activity could be narrowly localized to
discrete areas of the brain. Although this thinking was directly opposed by
proponents of equipotential theory (Conrad, 1948; Goldstein, 1948; Lashley,
1938), who viewed the execution of all complex functions as depending on the
equal participation of all areas of the brain, there has been a recent revival of
localization theory (Heilman & Valenstein, 1979). This reawakening has been
due largely to the growing body of literature regarding specific brain—behavior
relationships (Geschwind, 1974; Penfield, 1959; Sperry, 1973) and functional
systems (Luria, 1963), to the progress of technology in providing better methods
of observing neuroanatomical changes in the central nervous system and their
behavioral manifestations (e.g., computerized axial tomography, magnetic reso-
nance imaging, and positron emission tomography), and to neuropathological
and cytoarchitectonic evidence about the structural basis of neurodevelopmental
learning disorders (Drake, 1968; Galaburda & Eidelberg, 1982; Galaburda &
Kemper, 1979; Galaburda, Sherman, Rosen, Aboitiz, & Geschwind, 1985).

Etiological Trends

The convergence of these two lines of research not only provided the neu-
rological foundation for learning disabilities (Rosen, Sherman, & Galaburda,
1986) but also contributed to thinking regarding the etiology of learning dis-
abilities. Although no known etiology exists for these neurodevelopmental
learning disorders in general, there is some speculation that they may result
from chance variation during sensitive periods of neuroanatomical develop-
ment, from congenital factors, from autoimmune disease (Rosen & Galaburda,
1984; Sherman, Galaburda, & Geschwind, 1983), or from cytomegalovirus infec-
tion (Bray, Bale, Anderson, & Kern, 1981). Clinically, however, there is firm
evidence implicating neurobiological processes, though not necessarily brain
damage per se, with learning disability. To date, the major factors involved in
contributing to a learning disability appear to be (1) neurobiological (i.e., neu-
rological, genetic, and malnutrition); (2) psychological and psychiatric; and (3)
sociological or environmental (Gaddes, 1985; Wong, 1979).

Definitional Issues

To date, a clear definition of learning disabilities has not been put forth. In
fact, a myriad of terminology and poor definitions has plagued clinicians and
researchers interested in the child with a learning disability. Perhaps no other
single diagnosis provides the expansiveness of conditions that can be subsumed
under its heading. Over the years, this disorder has been called dyslexia, percep-
tual handicap, neurological impairment, minimal brain dysfunction, and cerebral dys-
thythmia, to name only a few labels (Spears & Weber, 1974).

Although the conceptualization of childhood learning disorders has
spanned nearly a century, dating back to Morgan’s case (1896) of congenital
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word blindness, it was not until 1962 that the term learning disability emerged
(Kirk & Bateman, 1962), defined as follows:

A learning disability refers to a retardation, disorder, or delayed development in one or
more of the processes of speech, language, reading, writing, arithmetic, or other school
subjects resulting from a psychological handicap caused by a possible cerebral dysfunc-
tion and/or emotional or behavioral disturbances. It is not the result of mental retarda-
tion, sensory deprivation, or cultural or instructional factors. (p. 73)

As can be seen from this definition, the term learning disability was not limited to
learning difficulties due solely to neurobiological factors, but it did exclude
learning problems due to sociological and cultural factors. The Kirk and Bateman
(1962) definition represented the first attempt at bringing cohesiveness to this
rapidly growing field.

Five years later, the National Advisory Committee on Handicapped Chil-
dren (NACHC, 1968) developed a definition of learning disabilities that sought
to improve on the initial attempt by Kirk and Bateman (1962). In 1975, this
definition was incorporated into the Education for All Handicapped Children
Act, better known as P.L. 94-142 (Federal Register, 1976). A learning disability was
defined as

a disorder in one or more of the basic psychological processes involved in understand-
ing or in using language, spoken or written, which may manifest itself in an imperfect
ability to listen, think, speak, read, write, spell, or do mathematical calculations. The
term includes such conditions as perceptual handicaps, brain injury, minimal brain
dysfunction, dyslexia, and developmental aphasia. The term does not include children
who have learning problems which are primarily the result of visual, hearing, or motor

handicaps, of mental retardation, or environmental, cultural, or economic disadvan-
tage. (Federal Register, 1976, p. 46977)

This definition was adopted by most state education departments and, being a
legal mandate, required due-process guidelines for identifying and providing
services to the learning-disabled individual. Although this definition alludes to a
neurobiological basis for learning disabilities, the specific details are left open for
interpretation. Although generally considered an improvement over the initial
attempt, the definition continued to lack an operational component on which
researchers and clinicians could function.

McCarthy (1975) attempted to operationalize the NACHC (1968) definition
by stating that (1) the learning disabled youngster does not learn despite average
intellectual potential (usually IQs greater than 85) and adequate opportunities;
(2) a significant discrepancy exists between the child’s demonstrated academic
aptitude and her or his academic achievement; and (3) this discrepancy is signifi-
cant enough to require specialized intervention. Other attempts at operationaliz-
ing this definition, such as expectancy formulas for determining a significant
discrepancy between ability and achievement, deviations from grade level, re-
gression analysis, and standard score comparisons, have met with limited suc-
cess (Cone & Wilson, 1981; Forness, Sinclair, & Guthrie, 1983; Shepard & Smith,
1983).

Although the discrepancy issue postulated by McCarthy (1975) is central to
distinguishing learning disabilities from other neurodevelopmental disorders, it
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has been a problematic concern (Algozzine, Ysseldyke, & Shinn, 1982b). Al-
gozzine and Ysseldyke (1983) went as far as to question the entire concept of
learning disability, preferring instead to focus on the low achievement of this
population as the primary defining feature. However, recent evidence has pro-
vided support for learning disability as a valid concept (Wilson, 1985).

The concept of learning disability has also surfaced within the psychiatric
domain. The Diagnostic and Statistical Manual of Mental Disorders (DSM-III; Ameri-
can Psychiatric Association, 1980) describes at least six specific developmental
disorders, including disorders of reading, arithmetic, language (expressive and
receptive type), articulation, and a mixed specific developmental disorder,
which is a combination of the other disorders. These disorders are usually mutu-
ally exclusive from pervasive learning disorders (e.g., mental retardation), are
related to both biological and nonbiological etiological factors, and do not reflect
characteristics of individuals experiencing a temporary developmental delay in a
particular area. However, inconsistencies exist within the DSM-III diagnostic
framework, as evidenced by the statement that mental retardation may coexist
with the specific developmental disorders of reading (American Psychiatric As-
sociation, 1980, p. 94) and arithmetic (American Psychiatric Association, 1980, p.
94) and arithmetic (American Psychiatric Association, 1980, p. 95); the result is
further confusion regarding the diagnosis of learning disabilities. Although a
significant improvement over the DSM-II criteria (American Psychiatric Associa-
tion, 1968), which provided only a single diagnostic category (i.e., specific learn-
ing disturbance), DSM-III descriptions of specific developmental disorders pro-
vide little in the way of clarification for the field of learning disabilities.

In an effort to generate a more acceptable definition for learning disability,
representatives of six organizations formed the National Joint Committee for
Learning Disabilities (NJCLD). The organizations comprising the NJCLD in-
cluded the Association for Children and Adults with Learning Disabilities, the
American Speech-Language-Hearing Association, the Council for Learning Dis-
abilities, the Division for Children with Communication Disorders, the Interna-
tional Reading Association, and the Orton Dyslexia Society (Hammill, Leigh,
McNutt, & Larsen, 1981). This committee recommended the following definition
for learning disabilities:

Learning disability is a generic term that refers to a heterogeneous group of disorders
manifested by significant difficulties in the acquisition and use of listening, speaking,
reading, writing, reasoning, or mathematical abilities. These disorders are intrinsic to
the individual and presumed to be due to central nervous system dysfunction. Even
though a learning disability may occur concomitantly with other handicapping condi-
tions (e.g., sensory impairment, mental retardation, social and emotional disturbance)
or environmental influences (e.g., cultural differences, insufficient/inappropriate in-
struction, psychogenic factors), it is not the direct result of those conditions or influ-
ences. (Hammill et al., 1981, p. 336)

This definition represents an improvement over previous attempts on at least
three accounts. First, the proposed definition specifically recognizes the hetero-
geneous nature of learning disabilities and formally provides the conceptual
foundation for subtype analysis of this group of disorders. Second, the defini-
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tion better acknowledges the neurobiological basis hypothesized for this disor-
der and thus formally recognizes its historical development within a neu-
rological framework. Finally, the definition allows for a learning disability to
exist concurrently with other handicapping conditions. Such improvements are
noteworthy, particularly as they relate to formally establishing the learning dis-
ability concept within a neurological framework and to acknowledging the het-
erogeneity of the disorder; however, this definition, like its predecessors, con-
tinues to suffer from a lack of specificity that will haunt the clinician and
researcher working with this population. Efforts to improve this aspect of the
definition continue (Boyan, 1985; Tittemore, Lawson, & Inglis, 1985).

Learning Disability Subtypes

Given the NJCLD (Hammill et al., 1981) definition, it would appear ts bene-
fit both researchers and clinicians alike to search for more homogeneous sub-
types of learning disabilities. Much of the earlier work with children
experiencing learning problems attempted to identify the single deficient pro-
cess that was contributing to the learning difficulties. As might be expected,
these investigations resulted in a multitude of single-factor theories ranging
from deficits in cerebral dominance (e.g., Orton, 1928) and deficiencies in vari-
ous perceptual processes (e.g., Lyle & Goyen, 1975) to perceptual-motor abilities
(e.g., Kephart, 1964) and poor cross-modal integration (e.g., Birch & Belmont,
1965), to name but a few. These single-factor theories contributed to concep-
tualizing learning disabilities as a heterogeneous group of disorders and pro-
vided the catalyst for subtype analysis.

Learning-disability subtype analysis has produced numerous models to
date. Given the apparent high frequency of reading problems in school-aged
children, many of the models have concentrated on identifying subtypes of
reading disability. Generally, there appear to be at least three subtypes of read-
ing disability. One subgroup tends to evidence auditory-linguistic deficits while
maintaining adequate visual-spatial skills, a second subgroup demonstrates the
reverse pattern, and the third subgroup manifests deficits within both process-
ing domains (e.g., Bateman, 1968; Boder, 1970; Kinsbourne & Warrington, 1963;
Mattis, French, & Rapin, 1975; Pirozzolo, 1979). Other models have attempted to
include motor and sensory deficits in their subtypologies as well (Fisk & Rourke,
1979; Lyon & Watson, 1981; Mattis et al., 1975). In addition to reading disability
subtypes, other investigators have identified subtypes of disabled spellers
(Nelson & Warrington, 1974; Sweeney & Rourke, 1978), as well as arithmetic
disability subtypes (Rourke & Finlayson, 1978; Rourke & Strang, 1978). Table 2
provides a summary of the studies completed to date exploring learning dis-
abilities from a subtyping perspective.

Although we are just at the beginning, it seems that the potential number of
learning disability subtypes may be limited only by the sophistication of the
assessment measures used (Hynd, Obrzut, Hayes, & Becker, 1986). The search
for a heuristic, yet clinically valid, model for learning disability subtypes will
hinge on appropriate assessment strategies (Hynd et al., 1986), etiological and
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TABLE 2. Studies Investigating Subtypes of Learning Disabilities

Date Investigator(s) Description of subtype(s)
1963 Kinsbourne and Warrington Verbally deficient readers
Spatially deficient readers
1964 Quiros Auditory dyslexia
Visual dyslexia
1966 Bannatyne Neurological dyslexia
Genetic dyslexia
1967 Johnson and Myklebust Audiophonic dyslexia
Visuospatial dyslexia
1968 Bateman Auditory memory subgroup
Visual memory subgroup
Combined subgroup
1970 Boder Dysphonetic dyslexia
Dyseidetic dyslexia
Alexic dyslexia
1970 Ingram, Mason, and Audiophonetic subtype
Blackburn Visual-spatial subtype
Combined subtype
1971 Rourke, Young, and Performance 1Q > Verbal IQ
Flewelling Performance IQ < Verbal IQ
Performance IQ = Verbal 1Q
1972 Naidoo Reading and spelling deficits
Spelling deficits only
1974 Nelson and Warrington Reading and spelling deficits
Spelling deficits only
1975 Mattis, French, and Rapin Language disordered
Articulatory and graphomotor dyscoordination
Visual-perceptual deficits
1977 Doehring and Hoshko Linguistic deficits
Phonological deficits
Intersensory integration deficits
Visual-perceptual deficits
1977 Smith, Coleman, Dokecki, High IQ group
and Davis Low IQ group
1978 Sweeney and Rourke Reading and spelling deficits
Spelling deficits
1978 Rourke and Finlayson Reading, spelling, and arithmetic deficits
Reading- and spelling-deficient group
Arithmetic-deficient group
1978 Omenn and Weber Auditory deficits
Visual deficits
Mixed subtype
1978 Mattis, Erenberg, and Phonemic sequencing deficits
French Language deficits
Articulatory-graphomotor deficits
Visual-perceptual deficits
Subtypes with two of the above
1979 Petrauskas and Rourke Left temporal lobe deficits
Posterior left hemisphere deficits
1979 Fisk and Rourke Auditory-verbal-processing, visual-sequencing, and

finger-localization deficits

(continued)
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TABLE 2 (Continued)

BARBARA TYLENDA ET AL.

Date Investigator(s) Description of subtype(s)
Auditory-verbal-processing and motor deficits
Word-blending, memory, and fingertip-number-
writing deficits
1979 Vernon Deficits in analyzing visual shapes
Deficits in analyzing whole words into phonemes
Deficits in the acquisition of grapheme-phoneme
associations
Deficits in grasping irregularities in grapheme and
phoneme associations and complex orthography
Deficits in grouping single words into phrases and
sentences
1979 Pirozzolo Auditory-linguistic subtype
Visual-spatial subtype
1979 Doehring, Hoshko, and Linguistic deficits
Bryans Phonological deficits
Intersensory integration deficits
Visual-perceptual deficits
1980 Coltheart, Patterson, and Deep dyslexia
Marshall
1981 Doehring, Trites, Patel, and Type O (oral reading disability)
Fiedorowicz Type A (associative reading disability)
Type S (sequential reading disability)
1981 Satz and Morris Global language subtype
Specific language subtype
Visual-perceptual subtype
Mixed subtype
Normal pattern with low reading achievement
1981 Lyon and Watson Language-comprehension, auditory-and-visual-
memory, sound-blending, and visual-spatial
deficits
Language-comprehension, auditory-memory, and
visual-motor-integration deficits
Aphasic subtype
Expressive and receptive language deficits
Visuoperceptive deficits
Normal pattern with low reading achievement
1982 Thompson Auditory-linguistic deficits
Visuospatial deficits
Mixed deficits
1982 Deloche and Andreewsky Surface dyslexia
1983 Sevush Surface dyslexia
Deep dyslexia
Phonological dyslexia
1983 Watson, Goldgar, and Language-disordered subtype
Ryschon Visual-processing subtype
Minimal deficits subtype
1984 McKinney Sequential and spacial deficits; deficiencies in inde-

pendence and task orientation; mildly impaired
in math and reading recognition

Lower VIQ than PIQ; severely impaired in all
academic and behavioral areas

(continued)
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TABLE 2 (Continued)

Date Investigator(s) Description of subtype(s)

High conceptual skills; mildly impaired academics;
less considerate and hostile

Sequential and spacial deficits; impaired in all aca-
demic areas; no behavioral disorder

1984 Meacham and Fisher Reading-disabled
Language-disabled
1985 Speece, McKinney, and Deficits in task orientation and independence
Applebaum Normal behavioral pattern, with high consid-

erateness and introversion

Normal behavioral pattern, with low consid-
erateness and high hostility

Mild attention deficits, with high distractibility and
hostility and low considerateness

Withdrawn and overly dependent

Mild global behavioral disorder

Impaired in all classroom behaviors

1985 Snow and Hynd Expressive and receptive language deficits with

impaired reading, spelling, and arithmetic

Reading and spelling deficits

Expressive-and-receptive-language and tactile-per-
ceptual deficits

treatment validation (Lyon, 1985), and an integration of this already burgeoning
body of literature. This will enable the clinician and researcher to begin to
appropriately apply relevant findings to further refine subtype analysis.

Assessment Issues

Children experiencing specific learning difficulties are administered various
educational and psychological tests for two major purposes, each purpose hav-
ing a unique frame of reference. First, the tests are used to identify those indi-
viduals experiencing significant learning problems who will require special-edu-
cation. involvement. Second, tests are administered to gather information
pertinent to an individual’s particular pattern of strengths and weaknesses with
the hope of designing appropriate remedial strategies and instructional objec-
tives (Wallace & Larsen, 1978). Schlieper (1982) noted that the former reason for
testing typically involves a normative approach, in which an individual is com-
pared to a reference group, and that it is useful for diagnosis. However, this
approach becomes less useful when applied to the prescriptive aspect of assess-
ment (Kratochwill, 1977; Ozer, 1980; Ross, 1976), and it is here that the second
type of testing becomes important. It is this type of testing, identifying patterns
of relative strength and weakness, that provides qualitative information with
respect to how a child problem-solves; performs reading, spelling, and math;
uses situational cues; and functions in social interaction settings. Whereas the
first frame of reference typically includes standardized, norm-based instru-
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ments, the second frame of reference includes formal and informal assessment
techniques across a wide variety of settings. To adequately achieve these diag-
nostic and prescriptive goals, a multidisciplinary team approach is typically
used. This team can consist of, but is not limited to, a physician, a nurse, a
psychologist, a speech pathologist, an educational specialist, a social worker,
and occupational and physical therapists.

Assessment programs in most schools and clinics recognize the importance
of acquiring information about an individual’s medical, psychological, educa-
tional, and social characteristics, and this information is more efficiently ob-
tained in a multidisciplinary arrangement. However, the efficiency of this pro-
cess has been questioned in terms of the amount of information obtained and
that used for making a diagnostic or treatment decision. Algozzine, Ysseldyke,
and Hill (1982) found that decisions to classify a student as learning disabled,
emotionally disturbed, or mentally retarded were unaffected by the number of
scores used to make the decisions. Ysseldyke, Algozzine, Richey, and Graden
(1982) studied multidisciplinary placement team meetings and found that 83% of
the statements made were considered irrelevant to the decision ultimately made.
Further, they noted little relationship existed between the nature and type of
information presented and the final decision reached. These findings cast doubt
on the cost—benefit ratio of using a multidisciplinary approach, given its current
manner of functioning. Further, in designing an appropriate assessment strat-
egy, Ysseldyke, Algozzine, Regan, Potter, Richey, and Thurlow (1980) noted
that professionals used from 1 to 11 tests in arriving at decisions, and that, after
the third instrument selected, the psychometric properties of the selected instru-
ments tended to be inadequate.

Two other approaches to the assessment of learning disabilities merit com-
ment, one being a modification of the traditional comprehensive approach, and
the other being subsumed under the psychological evaluation component. The
first approach is the System of Multicultural Pluralistic Assessment (SOMPA),
which provides a comprehensive method for assessing and interpreting various
characteristics typically seen as important for school success (Mercer & Lewis,
1978). The SOMPA is a system of tests developed primarily to assess children
from culturally different backgrounds. Thus, it attempts to provide a culturally
fair normative base for children with different cultural experiences. Children are
examined with tests purporting to represent three models, including the medical
model, a social system model, and a pluralistic model (i.e., having multiple
normative groups for comparison purposes). This provides the advantage of
studying a particular child from three distinct vantage points. Information col-
lected from the eight SOMPA measures comes from the child and the parents;
however, additional information, such as educational testing, is necessary to
complete the evaluation. A child’s performance is compared only with that of
others from the same sociocultural background and scores are translated into an
“estimated learning potential” (ELP), which is similar to a traditional IQ score.
Although the SOMPA has been extensively criticized (Brown, 1979; Goodman,
1979; Oakland, 1979), it has provided the foundation for conceptualizing assess-
ment strategies from a multidimensional perspective.
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The second approach worthy of mention was once formally connected to
the study of learning disabilities by the term psychoneurology (Johnson & My-
klebust, 1967). Recently, however, this term has been changed to neuropsychol-
ogy, which refers to the study of brain—behavior relationships. It is suggested
that the neuropsychological examination is more complete and definitive in
differentiating learning problems that are due to central nervous system dys-
function than separate neurological or traditional psychological evaluations
(Hynd & Cohen, 1983). In the neuropsychological examination, neurological
and psychological information are integrated to form a complete picture of the
functioning of the neurological system as it relates to learning disorders (Hynd &
Snow, 1986). A typical neuropsychological examination would look at the quan-
titative and qualitative features of an individual’s performance across a wide
variety of cognitive functions, including motor, sensation, perception, memory,
symbolization, conceptualization, and organizational abilities (Obrzut, 1981).

Like other assessment approaches, the neuropsychological approach is not
without problems surrounding the clinical utility, reliability, and validity of the
available tools (particularly for children), as well as interpretive concerns for the
younger child. However, such an approach is consistent with the hypothesized
neurobiological basis of learning disabilities, and it has potential for contributing
to the subtype analysis of this group of disorders (Rourke, 1985), especially as it
relates to diagnosing the subtype, assisting in the early identification of learning
disabilities, and providing the impetus for well-founded treatment interven-
tions.

Prevalence Estimates

Given the plethora of confusing terms and definitions, and varied assess-
ment procedures, it is not surprising that prevalence estimates remain unclear.
Based on survey data, Myklebust and Boshes (1969) estimated that approx-
imately 15% of students in the public schools are underachievers. Of this 15%,
about half appear to have learning deficits associated with neurobiological fac-
tors. More conservative prevalence estimates of learning disabilities have ranged
from 1% to 3% (National Advisory Committee on Handicapped Children, 1968;
Silverman & Metz, 1973; U.S. Office of Education, 1972) but have been based
largely on the number of school-aged children receiving special services. Duane
(1979) estimated that the population of children experiencing learning dis-
abilities, particularly those with reading deficits, exceeds the combined popula-
tions of children who have seizure disorders, cerebral palsy, and severe mental
retardation. Clinically, this estimate translates into an expected incidence rate of
approximately 20-30 children in every 1,000 (Hynd, Obrzut, Hayes, & Becker,
1986). Thus, this an extremely important area for the educator, the physician,
and the child psychologist.

As previously noted, the definitional issues that surround the concept of
learning disability make any attempt at estimating its prevalence speculative, at
best. However, meaningful attempts to estimate the prevalence of other disor-
ders, such as specific reading and spelling retardation, have been generated.
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Berger, Yule, and Rutter (1975) found that specific reading retardation is much
more common in boys than in girls, with a ratio of about 3.5 to 1. Further, Rutter
and Yule (1975) asserted that prevalence is increased in older children, primarily
because reading-retarded children make less progress in reading than normal
children and may also be affected by secondary emotional problems. Reports of
specific reading retardation prevalence range from about 4% of Isle of Wight 10-
year-olds to about 10% of London 10-year-olds (Berger et al., 1975). Benton
(1975) observed that dyslexia may be related to the neurolinguistic nature of the
language, so that it appears more commonly in Scandinavia, the United States,
and the British Isles and is less common in Italy, Spain, and Japan. Rutter (1978)
cautioned, however, that these estimates are based on noncomparable data, and
that no valid inferences are possible with respect to cultural variations at the
present time.

Accurate prevalence and incidence rates also are currently difficult to derive
because of problems related to the definition of learning disabilities. In addition,
these estimates are more difficult to obtain for the learning-disabled population
than for mental retardation because these children are less readily identifiable
and less likely to be receiving special services (Oakland & Goldwater, 1979).
However, arriving at accurate estimates remains important in determining the
need for intervention services, training-school personnel, funding, policy forma-
tion, and legislation, and the establishment of adequate prevalence and inci-
dence rates is critically wedded to the development of a widely accepted defini-
tion of learning disabilities.

DIFFERENTIAL DIAGNOSIS OF MENTAL RETARDATION AND LEARNING
DIsABILITY

Historically, the concept of mental retardation laid the foundation for view-
ing all learning disorders. In particular, thinking regarding mental retardation
contributed to evolving etiological, definitional, and treatment perspectives for
learning disabilities. With recent advances in the fields of neuroanatomy, neu-
rophysiology, and neuropsychology, support for conceptualizing these disor-
ders from a neurological basis has emerged, and a neurological continuum of
pathology between mental retardation and the varied specific learning dis-
abilities has been proposed (Baumeister & MacLean, 1979). In addition, sim-
ilarities between these two disorders can be found when reviewing respective
etiological agents and presenting symptoms.

For example, both groups manifest deficiencies in academic achievement,
information-processing problems, attentional deficits, uneven patterns of learn-
ing performance, and difficulties in social relationships. Further, both groups
have a fairly high incidence of hyperactivity, an inability to modulate the motor
behavior appropriate to a given situation (Grossman, 1983). However, whereas
the hyperactivity of mentally retarded children usually takes the form of ag-
gressive, destructive, unpredictable, and impulsive behavior (perhaps reflecting
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their more extensive central nervous system pathology), learning-disabled chil-
dren exhibit additional forms, such as aimless and clumsy, but placid, behavior
and highly verbal, talkative, and somewhat immature behavior (Grossman,
1983). Based on these traits, as well as the other previously described behaviors,
learning-disabled populations are not readily distinguishable from mentally re-
tarded populations, particularly from the mildly retarded individual.

At this point, it is appropriate that we return to the question that Tylenda
(1983) put to her undergraduate students and ask, “What differentiates mild
mental retardation from a specific learning disability?”” Stated in clinical terms
the question is ““How is a differential diagnosis made when mild mental retarda-
tion and learning disabilities are the variables under consideration?”’ The-
oretically, the differences are not completely clear, but they can be resolved to
some degree. Clinically, discrimination between these two groups of learning
disorders are clear-cut at the extreme ends of the neurological continuum; how-
ever, as one moves toward the center of the continuum, diagnosis becomes less
clear. It is this type of case, the one that demonstrates characteristics of both
mental retardation and learning disability, that the clinician must consider on an
individual basis for diagnosis.

Conceptually, three possibilities are under consideration when a differential
of this type is proposed: (1) the individual is mentally retarded and not learning-
disabled; (2) the individual is learning-disabled and not mentally retarded; and
(3) the individual is mentally retarded and learning-disabled. Traditionally, the
most discriminating characteristic between mental retardation and learning dis-
ability has been level of measured intelligence. If one considers the definition
developed by the National Advisory Committee on Handicapped Children in
1968 and adopted by most state education departments (Federal Register, 1976),
the term learning disability specifically excludes mental retardation and presum-
ably includes children near, at, or above average intelligence (McCarthy, 1975).
Therefore, by the customary interpretation of this definition of learning dis-
ability, if an individual is diagnosed as learning-disabled, he or she cannot be
mentally retarded. However, the converse is possible. The definition of mental
retardation (Grossman, 1977, 1983) does not have any comparable exclusionary
features. Thus, by definition, a mentally retarded child or adolescent may be
learning-disabled. Theoretically, it would appear that, on one hand, an indi-
vidual cannot be simultaneously diagnosed as learning-disabled and mentally
retarded, whereas, on the other hand, this is a viable possibility.

How does one make sense of such seemingly contradictory material? Con-
sidering these two definitions in conjunction, one can infer that if an individual
were to be simultaneously diagnosed as mentally retarded and learning dis-
abled, the two disorders would need to be addressed in terms of primary and
secondary diagnoses. Logically, and consistent with the respective definitions, if
mental retardation were the primary diagnosis, a specific learning disability
could be secondary to it. If an individual carried a primary diagnosis of learning
disability, in all probability he or she would not be mentally retarded as well.
Interestingly, although no direct mention is made in any major textbooks re-
garding this interpretation, the DSM-III (American Psychiatric Association,
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1980) supports this position in an explanation of a differential diagnosis under
“Specific Developmental Disorders, Developmental Reading Disorder”:

In Mental Retardation, reading difficulty is due to a general impairment in intellectual
functioning. However, in some cases of Mild Mental Retardation, the reading level is
significantly below the expected level, given the individual’s schooling and level of
retardation. In such cases the additional diagnosis of Developmental Reading Disorder
should be made, since treatment of the reading difficulties can greatly increase occupa-
tional potential. (p. 94)

Further, the updated definition of learning disability offered by the National
Joint Committee for Learning Disabilities (Hammill et al., 1981) makes direct
allowance for a learning disability to exist concurrently with mental retardation,
although it fails to address issues of primary and secondary diagnostic
considerations.

Overall, it appears that difficulties persist with the current definitions of
mental retardation and learning disability (e.g., vagueness, ambiguity, exclu-
sionary features, and apparent contradictions between and within major
sources). Theoretically, however, a diagnostic perspective can be derived from
the current definitions, and some cohesiveness can be abstracted, in that diag-
noses of mental retardation and learning disability may coexist, but only when
mental retardation is the primary diagnosis and only for individuals falling in
the mild to moderate range of mental retardation.

What, then, is the clinical utility of a dual diagnosis of this type? First, from
the perspective of a child’s strengths and weaknesses, it would seem that a dual
diagnosis would contribute to greater specificity in educational programming
and instructional interventions. For example, a child with a specific language
disorder and sufficient adaptive behavior, as compared to a child with general
developmental delays in both language and adaptive behavior domains, would
fit this diagnosis. Second, knowledge of a child’s specific pattern of strengths
and weaknesses could lead to differentiating vocational alternatives for a partic-
ular child. For example, a child with a specific academic or language disorder
may have motor and nonverbal strengths that could be used in a particular
vocational setting where verbal skills and reasoning are secondary to perfor-
mance. Third, the dual diagnosis would lay the foundation for clinicians and
other interventionists (e.g., teachers) to recognize this child as possibly more
disordered than a child who is generally delayed across functional domains. The
benefits of a dual diagnosis do not necessarily provide a distinct advantage to a
thorough evaluation of a child leading to the sole diagnosis of mental retarda-
tion, and a dual diagnosis may lend itself to further stigmatizing the child by
further involving him or her in the labeling process. However, from an ethical
perspective, providing a dual diagnosis may contribute to generating thorough
and higher quality special interventions than if the child is given the sole diag-
nosis of mental retardation. These questions still remain open to debate and
empirical review.

In terms of the assessment of individuals suspected of having one or both of
these learning disorders, there are no formal models. Nonetheless, by concep-
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TaBLE 3. A Comprehensive Structure for the Evaluation of Learning Disorders

I. Historical information
. Medical
. Developmental
. Family
. Academic
Social
II. Physical examination
A. General
B. Neurological
1. Electroencephalographic technique (e.g., evoked potentials)
2. Neuroimaging technique (e.g., magnetic resonance imaging)
C. Genetic analysis
D. Ophthalmological
E. Audiological
F. Laboratory tests
1. Serological
2. Urinalysis
3. Hematological
G. Psychiatric
III. Psychological evaluation
A. Neuropsychological
B. Intellectual
C. Personality
D. Adaptive behaviors
IV. Language evaluation
A. Expressive (including articulation and voice examinations)
B. Receptive
C. Pragmatics
V. Educational evaluation
A. Formal measures (e.g., psychoeducational tests)
B. Informal measures

mJdNw P

tualizing these disorders on a neurological continuum, observed behaviors can
be separated by degree of impairment. This conceptualization would support
finding selected deficits, such as in the academic domain, in the learning-dis-
abled individual and more generalized deficits, such as in cognitive functioning
and adaptive behaviors, in the mentally retarded individual. A neurological
continuum approach does not preclude the possibility of a severely learning-
disabled individual’s having more generalized dysfunction or a mentally re-
tarded individual’s having additional specific deficits; however, it does suggest
that a thorough evaluation of all functional areas is warranted in arriving at a
differential diagnosis. Table 3 presents a comprehensive structure for the evalua-
tion of all learning disorders. It is recognized that all of these assessment do-
mains are not necessary, nor will they always be clinically feasible in arriving at a
differential diagnosis between mental retardation and learning disability. None-
theless, each of them should be considered in planning an assessment strategy,
particularly when one is faced with an individual manifesting behaviors charac-
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terizing both groups of learning disorders. The astute clinician will thoroughly
evaluate an individual’s behavior and will arrive at a profile of strengths and
weaknesses that will implicate etiological, diagnostic, and treatment factors.

SUMMARY

This chapter has reviewed the differential aspects of two major categories of
learning disorders: mild mental retardation and specific learning disability. His-
torical overviews of both diagnoses have been provided, as well as information
on etiology, prevalence, and guidelines for assessment. A major emphasis with-
in the chapter is placed on definitional issues related to each disorder and on
addressing the clinical utility of concurrent diagnoses (i.e., mild mental retarda-
tion with concomitant learning disability).

It is noted that the concept of mental retardation has a long, if not always
distinguished, history as a diagnostic entity and has served as the principal force
behind the study of learning disability. A great deal of similarity is observed to
exist between conceptualizations of each disorder. Whereas, both mental retar-
dation and specific learning disability were once thought of as largely cultural-
familial in origin, current etiological perspectives advance the notion of neu-
ropathology as pervasive within both diagnostic categories. At present, all men-
tal retardation is viewed as existing along a continuum of neurological impair-
ment (cf. Baumeister & McLean, 1979), with both essential impairment (i.e.,
brain damage) and degree of impairment (i.e., level of intellectual handicap)
dictated by a three-factor transactional model of genetic factors, intrauterine and
neonatal physical risks, and social influences. Over 200 known causes of mental
retardation exist (Cleland, 1983) and may be explained by this model. Learning
disability is similarly viewed as determined through a combination of genetic,
physical, and environmental events (Wong, 1979); however, the resultant neu-
rodevelopmental disorder is substantially different from mental retardation in
that it presents with a circumscribed and focused pattern of impairment and
lacks any identifiable etiological mechanism.

Differential determinations of mild mental retardation and specific learning
disability are, of course, directly related to the establishing of pertinent diag-
nostic criteria, which, in turn, serve to define each disorder as a distinct entity.
Issues regarding definition abound in discussions of both categories. However,
it appears that the long history of study related to mental retardation has re-
sulted in the advantage of a stable definition of the general disorder, as well as in
a classification of subtypes within the disorder. Although several revisions of the
mental retardation definition have occurred since the early 1970s (Grossman,
1973, 1977, 1983), such revisions have been aimed at further diagnostic precision
through using psychometrically derived criteria and attaining consistency across
agencies (e.g., the American Association on Mental Deficiency, the American
Psychiatric Association, and the World Health Organization) serving the men-
tally retarded population. The basic definition of mental retardation (signifi-
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cantly subaverage intellectual functioning, concurrent deficits in adaptive be-
havior, and age of onset before 18 years) has not been affected by revision.

By contrast, the basic definition of learning disability has been far less
stable. A half-dozen or more diagnostic labels have been offered to describe it
(Spears & Weber, 1974), and a dozen separate definitions have sought to opera-
tionalize its content (e.g., Algozzine & Ysseldyke, 1983; American Psychiatric
Association, 1968, 1980; Hamill et al., 1981; Kirk & Bateman, 1962; McCarthy,
1975; NACHC, 1968). It has, at once, been regarded as mutually exclusive with a
diagnosis of mental retardation and as possibly existing concomitantly with
mental retardation. To date, no clear definition of specific learning disability has
emerged, and the delineation of subtype classification has been limited only by
the sophistication of the assessment measures employed (Hynd, Obrzut, Hayes,
& Becker, 1986).

Prevalence data and assessment methodology are additional areas in which
the long history of study related to mental retardation has allowed an advantage
to accrue in gaining a more thorough understanding of the disorder relative to
what is known about specific learning disability. Whereas for mental retardation
prevalence estimates have been consistently reported at 1% (e.g., American
Psychiatric Association 1980; Tarjan, 1970) and guidelines for assessment have
been well standardized through the use of individually administered intel-
ligence tests and adaptive behavior inventories, prevalence estimates of specific
learning disability fluctuate between 1% and 7% because of the lack of an au-
thoritative definition, and the development of a standardized assessment bat-
tery is yet to be achieved.

Despite difficulties in establishing etiological mechanisms, definitions,
prevalence patterns, and guidelines for the standardized assessment of specific
learning disability, a clinically valid diagnosis different from mild mental retar-
dation appears possible. Three possibilities must be considered when a differen-
tial of this type is proposed: (1) the individual is mentally retarded and not
learning-disabled; (2) the individual is learning-disabled and not mentally re-
tarded; and (3) the individual is both mentally retarded and learning-disabled.

In the first two cases, the differential is likely to be clear-cut. In the first case,
the individual meets criteria for mental retardation with all deficits in learning
and development adequately explained by type and degree of intellectual, phys-
ical, and sensorial handicap. In the second case, the individual does not meet
the criteria for mental retardation and presents with specific deficits in learning
and development that, in the absence of physical and sensorial handicap, are
not adequately explained by general intellectual ability. In the third case, where
the individual is determined to be both mentally retarded and learning disabled,
the differential is less clear, and the possibility of concurrent diagnoses must be
entertained. In such cases, the individual meets the criteria for mental retarda-
tion and therefore is primarily diagnosed as such. However, if a specific learning
or developmental disorder is observed to exceed that which may be adequately
explained by the type and the degree of intellectual, physical, and sensorial
handicap, a concomitant or secondary diagnosis in the area of the specific learn-
ing disability should be made.
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In conclusion, it was noted that diagnostic classification in the area of men-
tal retardation would appear to benefit from the development and application of
psychometrically derived criteria for the assessment of adaptive behavior. Re-
search within the field of specific learning disability should focus on the devel-
opment and acceptance of a consensual definition of the disorder and its many
subtypes. Additionally, the need to further refine existing neuropsychological
evaluation techniques is evident.
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10  Severe Developmental
Disabilities

HeLEN EVvANS AND ELIEZER SCHWARTZ

INTRODUCTION

In his “‘Presidential Address of 1984, presented to the readers of the journal
Mental Retardation, H. J. Grossman stated:

Mental Retardation is a clinical term used to describe certain clinical manifestations
which can be assessed clinically. Developmental disabilities, on the other hand, is not a
clinical term. It includes individuals who have a variety of physical and clinical disor-
ders, each with different implications for clinical care, education, and program plan-

ning. (p. 3)

The developmentally disabled children considered in this chapter constitute
not only a heterogeneous clinical population (with a multiplicity of clinical and
physical disorders), but also a group of children with poverty of prognosis for
future independent survival. The only common denominator for this group of
children is the early onset of a severe developmental lag in most cognitive and
functional areas.

Severely developmentally disabled children usually suffer from multiple
deficiencies (physical, neurological, and emotional). Diagnostically, these chil-
dren are labeled as severely or profoundly mentally retarded and/or severely
multiply handicapped. Characteristically, the older severely disabled child is so
limited in the capacity to communicate needs and to interact socially, that a
formal assessment of intelligence is usually not possible (Ellis, et al., 1982; Mor-
ganstern, 1983). In addition, the majority of these children suffer from a very
early onset of a number of physical or adaptive deficits that contaminate differ-
ential diagnostic efforts to determine etiological factors and the prognosis for
developmental gains.

The most profoundly disabled child requires and will require constant as-
sistance for and surveillance of both his or her medical problems and his or her
daily survival capabilities. When not bedridden, and when without debilitating
physical and perceptual handicaps, severely mentally retarded children can be
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trained for limited mastery and independence of basic adaptive behaviors (toilet-
ing, dressing, feeding, helping with household chores, and communicating
basic needs). Later in life, they are capable of living in sheltered residential
facilities and are trainable for participating in sheltered daily programs offering
social and vocational tasks (Irvin, Gersten, & Heiry, 1984).

DEFINITION AND CLASSIFICATION

According to the American Association of Mental Deficiency (AAMD;
Grossman, 1973), mental retardation is a descriptive term that refers to signifi-
cantly below-average intellectual functioning, existing along with major deficits
in adaptive behavior occurring during the developmental period. Intellectual
functioning is defined by performance on standardized tests such as the Stan-
ford-Binet Intelligence Scale or the Wechsler Intelligence Scale for Children
(Wechsler, 1967, 1974). Adaptive behavior consists of the degree to which an
individual has a level of personal independence and social responsibility appro-
priate for his or her age and cultural group. Usually, adaptive behavior is as-
sessed with a scale such as the AAMD Adaptive Behavior Scale, along with
behavioral observations. The definition of mental retardation specifies that the
below-average intellectual and adaptive behavior functioning occur during the
developmental period (i.e., before age 18) in order to distinguish mental retarda
tion from other disorders occurring in the adult years and affecting intellectual
functioning and adaptive behavior.

The criteria for the AAMD classification of severe mental retardation in-
cludes being 4-5 standard deviations below the mean score on an intelligence
test and having a correspondingly low adaptive behavior level. The adaptive
behavior at the preschool level is likely to include limited motoric development,
minimal speech, and a lack of self-care skills, such as toilet training. During the
school-age period, if the child is trained, her or his adaptive behavior may
increase to consist of some speech and other communication methods, some
self-care skills, simple health habits, and very simple leisure skills (Sattler, 1982).
Most profoundly mentally retarded preschool children’s adaptive behavior is
impaired in the areas of sensorimotor functioning and communication. During
the school years, these children may develop some minimal communication and
motoric skills. With intensive training, they may learn a few self-care skills.
However, these individuals usually require a great deal of care and supervision
in a very structured living arrangement.

The third edition of the Diagnostic and Statistical Manual (DSM-III) of the
American Psychiatric Association (1980) defines severe and profound mental
retardation in a manner similar to that of the AAMD. Intellectual functioning as
measured on intelligence tests is respectively defined as severe and profound
mental retardation with IQ levels of 20-34 and below 20. Adaptive behavior
levels are similar to the AAMD levels.
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FIRST INDICATORS OF DISABILITY: PRELIMINARY SCREENING

The multiplicity of etiological factors in developmental disabilities (prenatal,
perinatal, and postnatal) has been well documented by a number of writers
(e.g., Baroff, 1974; Koch & Dobson, 1976; Robinson & Robinson, 1976). In some
conditions (e.g., hypothyroidism), early diagnosis can help to reverse the condi-
tion. In other conditions (e.g., hydrocephaly), surgical corrections can help.
Early diagnosis is crucial to differentiation between high- and low-risk children
(Kaveggia, Durkin, Pendleton, & Ortiz, 1973) after allowing for the prevention
of death or future serious disabilities.

There is no known medical treatment for some genetically induced defects
(e.g., Down’s syndrome). However, many untreatable conditions have implica-
tions for the family. Consideration of hereditary transmission (e.g., neu-
rofibromatosis) and nonhereditary transmission (e.g., congenital syphilis) is ex-
tremely important. In addition, the implications for the child include the early
onset of remedial efforts to lessen the severity of developmental lags, as well as
early psychological intervention and training of family members to cope with a
severely disabled child.

Therefore, early and accurate diagnosis is essential, not only for long-term
treatment of the child, but also for the prevention of severe medical and psycho-
logical consequences to the child or to family members.

Prenatal Indicators

The prenatal causes of mental retardation and other handicapping condi-
tions include genetic and nongenetic insults to the fetus in utero: chromosomal
abnormalities, metabolic diseases, infections, intoxications, physical trauma,
and unknown influences. There is a growing body of knowledge and sophistica-
tion of technology in describing and following fetal conditions and thus an
increased capacity to identify pathological conditions of and risk factors for the
fetus.

Embryologists already speculate in terms of “fetal competence” in their
pursuit of and research on prenatal influences on the adaptive capacity of the
newborn (Barrett, 1982). Consequently, documented information on maternal
health during pregnancy, fetal distress, and laboratory results (e.g., amniocen-
tesis and X rays) are valuable resources that indicate possible retardation or
handicapping conditions.

Perinatal Indicators

Maternal toxemia, maternal health status, physical trauma and hypoxia
related to the process of birth, and other obstetrical complications are significant
medical information. Their early identification is crucial in the assessment of risk
factors and possible future developmental disabilities. Results from neonatal
medical and neurological examinations (e.g., premature birth, weight at birth,
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Apgar scores, EEG, and CAT-scan studies) become more and more reliable and
valid predicators of future complications (Prechtl, 1982).

Postnatal Indicators

Early onset of mental retardation and developmental delays can result from
postnatal injuries and complications. Traumas, intoxications, infections, new
growth, metabolic disorders, malnutrition, and psychological damage are all
recognized as etiological factors (Chaney & Eyman, 1982). Therefore, in addition
to medical and neurological data, observations of the child and the child’s in-
teraction with the environment can provide valuable diagnostic material on the
developmental and adaptive capacity of the child.

Preliminary Screening

The initial clinical attempt to diagnose the possibility of a severe develop-
mentally disabling condition is based on an appreciation of multisourced
information.

Interviews with Parents and Other Family Members

In most cases, parents and family members have some knowledge (mostly
from physicians) of some risk factor for or insult to the child. A thorough inter-
view, however, can help the clinician to identify the basis for parental concerns
about suspected pathological development of the child. The capacity of the
interviewer to differentiate between a parental reaction to medical-neurological
diagnoses and parental concerns based on their own observations is crucial. The
differentiation will dictate to the interviewer the necessary following steps to be
taken in the screening process.

Review of Medical-Neurological Information

Documented prenatal, perinatal, and postnatal information from physicians
provides the clinician with the background knowledge needed to assess the
prognostic value of the following variables:

1. The medical prognosis for future rate in development, and expectations
of possible physical complications. The degree of clarity and the confidence of
the physicians in their diagnosis has ramifications for continuous medical efforts
toward diagnosis, prevention, and/or treatment.

2. The degree of the parents’ comprehension and the trust of the parents in
the information provided by physicians, allowing the clinician to assess the
emotional reaction and adjustment capacity of the parents to the birth of a
disabled child. High levels of parental insight, motivation, and coping skills are
crucial to an appreciation of the multiplicity of services to be considered in
attempts to answer both the needs of the child and the needs of the family.
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Blacher (1984a) reviewed and critiqued a large body of literature on parental
reaction and adjustment capacity to the birth of a mentally retarded child. She
concluded her overview by pointing out the heuristic value to the understanding
of parental adjustment of “practical programming and placement decisions” for
the handicapped child.

3. Finally, the number and the complexity of identified physical complica-
tions alert the clinician to the multidisciplinary nature of future diagnostic and
intervention efforts with the child and the family (medicine, psychology, speech
pathology, physical therapy, occupational therapy, and other social services).

Observations of Parent—Child Interactions

For the last several years, those who publish child development literature
have aggressively promoted the hypothesis that emotional attachment (bond-
ing) between parent and child is a necessary precondition of future healthy
adjustment in life. Research on this phenomenon had often focused on the
child’s attachment reactions to the mother (Ainsworth, 1973). However, there is
a growing opinion that attachment is a mutually adaptive behavior system in the
service of both the child’s and the parent’s needs (Bowlby, 1980; Srouffe &
Waters, 1977). Consequently, this behavioral reciprocity can be observed and
measured in its developmental unfolding. The involved parent reacts both to the
child and to the child’s recognition of this reaction. The expected cues from the
child reinforce parents’ further interventions (Hinde, 1982).

The severely disabled child, who fails to provide the expected cues of at-
tachment (e.g., smile, turning of the head, looks, and body movements), forces
the parent to make compensatory efforts to “arouse” the child (e.g., raising the
voice, shaking the child, and exaggerating tonal changes). These compensatory
efforts (Fraiberg, 1974; Jones, 1979; Wedell-Monnig & Lumley, 1980) are observ-
able reactions and suggest the possibility of developing systematized behavioral
observations to detect developmental delays.

Observations of the Child

By definition, a preliminary screening excludes the use of standardized
assessment procedures. In addition, a preliminary screening indicates the need
for a relatively informal and quick process of impressionistic conceptualization
of a diagnostic question. Observations of a severely developmentally disabled
child can provide the clinician with sufficient information to allow for an edu-
cated diagnostic impression of possible developmental and adaptive deficien-
cies. These preliminary observations can be done in one of two ways:

Informal Interaction and Observations of Child’s Free Play. Knowledge of devel-
opmentally age-appropriate tasks and skills, as well as experience working with
and evaluating children, can provide the clinician with the necessary sensitivity
and acuity of observation to detect deviant reactions of a child to toys, strangers,
or attempts at sound interaction. Observations of the child’s physique, mobility,
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level of activity, communication capacity, and reactions to a range of stimuli are
compared with age-appropriate expectations, leading toward diagnostic
impressions.

Many experienced clinicians working with handicapped and young chil-
dren develop their own “informal kit” of toys (e.g., strings, beads, small plastic
containers, crayons, and paper) to facilitate an interaction with or reactions from
the child. Such a preliminary investigation can be based on the systematic use of
a few selected items or tasks from formalized assessment procedures such as the
Bayley Scales of Infant Development.

Structured Reflex Testing. In many instances, developmental disabilities are
the result of or are accompanied by a variety of neurological dysfunctions. The
current knowledge on the maturation of the central nervous system (CNS) indi-
cates that normal and abnormal reflex responses during the first year of life are
not only a manifestation of motor development, but also a partial manifestation
of the maturation and integrity of the systemic function of the CNS. The re-
search and clinical work of Bobath (1971) and Bobath and Bobath (1975) provided
a rationale and a methodology for the diagnosis and treatment of physically
handicapped children and adults. This methodology is, in particular, sensitive
to disabilities involving a variety of movement and posture deficits.

Normal motoric maturation follows a pattern of progressive inhibition of
primitive reflexes by higher and more integrated patterns of motoric reactions.
The prone or supine infant is dominated by primitive reflexes mediated by the
spinal cord and the brain stem. Later, the child can turn over, crawl, or sit, the
result of righting reactions, a group of movement patterns mediated at the mid-
brain level. The child’s capacity to elevate the body to a bipedal level (standing
and walking) is brought by equilibrium reactions, which are mediated by the
synergetic interaction of the cortex with the basal ganglia and cerebellum. This
sequential development, and its expected chronology in the first years of life,
allows for a structured and systematic evaluation of prerequisites for motoric
capabilities and partial inferences on neurological integrity (Fiorentino, 1963,
1972).

Reflex testing methods were used widely and for many years, by physical,
occupational, and speech therapists. Recently, child neuropsychologists added
these methods to their diagnostic and screening techniques. A few examples of
reflexes will be presented to illustrate the methodology involved in reflex testing
(Fiorentino, 1963, 1972). The presence or absence of a reflex is determined by
bodily responses of the child to a particular position and/or stimulation deter-
mined by the examiner. The reflexes are expected to be normal within certain
age limits, and considered to be abnormal beyond these limits. The examiner is
expected to appreciate that normal development is variable from one child to
another, and age levels are understood as approximate.

Example A: Flexor withdrawal, a spinal reflex

Position: Child is supine, with head in a midposition and legs
extended.
Stimulus: Examiner stimulates sole of foot.

Positive reaction: Stimulated leg reacts with an uncontrolled flexion.
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Negative reaction:

Notes:

Stimulated leg maintains a controlled extension, or
withdraws volitionally from the irritating or tickling
stimulus.

Spinal reflexes dominate completely the prone and
supine-lying child. During the first 2 months of life,
their presence or absence is normal. Their presence
beyond the age of 2 months may indicate delayed
maturation.

Example B: Associated reactions, a brain stem reflex

Position:
Stimulus:
Positive reaction:

Negative reaction:

Notes:

Supine, head in midposition, limbs extended.
Child squeezes object.

Opposite hand mirrors the squeezing, and/or there
is an increase in muscle tone in other parts of the
body.

No reaction or minimal contralateral increase in
muscle tone.

Brain stem reflexes dominate completely the prone
and supine child and are related to muscle tonicity
throughout the body. During the first 4-6 months of
life, their presence or absence is normal. Persistence
of these reflexes beyond the age of 6 months may
indicate delayed maturation.

Example C: Neck righting, a righting (midbrain) reaction

Position:
Stimulus:
Positive reaction:

Negative reaction:
Notes:

Supine, head in midposition, limbs extended.
Gentle active rotation of head to one side.

Entire body rotates as a whole in the same direction
in which the head was rotated.

Body does not rotate.

Righting reactions dominate the normal relationship
to space in the quadrupedal child (rolls over, sits up,
and crawls on all fours). Positive neck righting reac-
tion is normal from birth to 6 months of age. Its
presence after this age may indicate delayed
maturation.

Example D: Dorsiflexion, an equilibrium reaction

Position:
Stimulus:

Positive reaction:
Negative reaction:

Notes:

Child in standing position.

Examiner holds child under the arms and tilts him
or her backward.

Head and thorax right themselves, and feet dor-
siflex (toes go up, and child is on the heels).

No righting of head and thorax and no dorsiflexion
of feet.

Equilibrium reactions dominate the bipedal human.
They follow normalized muscle tone and allow body
to adapt in reaction to changes in the center of grav-
ity of the body. Their onset can be observed from
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the age of 6 months and continue throughout life.
Dorsiflexion observed at 15-18 months of age is ex-
pected. Negative reaction after the age of 18 months
may indicate delayed reflexive maturation.

Testing for reflexes can be a valuable addition to the screening process
because of its simplicity (no need for special instruments or assessment tools)
and its capacity to provide much information in a short time. In addition, the
results of such an assessment are easily communicated to parents and other
professionals. Evaluators adopting reflex-testing techniques are cautioned not to
translate the possible delay of reflexive maturation in terms of cognitive-intellec-
tual deficiencies. In addition, evaluators should develop their skills under super-
vision so that they are well enough trained to avoid possible harm to or infliction
of pain on the child while positioning and stimulating the body.

INTELLECTUAL ASSESSMENT

One of the major factors in the diagnosis of mental retardation is intellectual
functioning according to the DSM-III (1980) and the AAMD (Grossman, 1973)
definitions of mental retardation. Thus, intelligence tests are frequently the
major tool used to classify children for special training programs (Berkson &
Landesman-Dwyer, 1977). Most assessments for special vocational and educa-
tional purposes require an in-depth evaluation with one of the individually
administered intelligence tests. However, the passage of Public Law 94-142 in
1975 has resulted in the more frequent use of more brief screening devices as an
initial step in the evaluation or as a reevaluation.

Slosson Intelligence Test

One of the more frequently used screening devices is the Slosson Intel-
ligence Test (Slosson, 1963). The Slosson Intelligence Test may be administered
to a child by a trained educator or psychologist. This test has an age range of .5~
27 years. There are several items at the different age levels. Some items are
adapted from the Stanford-Binet Intelligence Scale and the Gesell Institute of
Child Development Behavioral Inventory (Sattler, 1982).

The Slosson test items are administered without time limits. As this is a brief
test, the range of skills and items is limited. After age 2, the items focus on
evaluating verbal more than nonverbal skills. All the items beyond age 4 require
the child to be verbal. The scoring of the Slosson Intelligence Test yields a ratio
IQ with varying standard deviations at different ages. The manual does not
provide adequate information regarding the standardization group. Slosson
(1963) found a test-retest reliability of .97 for persons aged 4-50 years when
retesting occurs within two months. Rotatori and Epstein (1978) reported test—
retest reliabilities ranging from .91 to .96 for a group of severely and profoundly
mentally retarded children who were retested by trained educators. Although
the Slosson Intelligence Test seems reliable with severely and profoundly men-
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tally retarded children, its validity as an intelligence test is somewhat
questionable.

Comparisons of mentally retarded persons’ Stanford-Binet and Slosson
scores have resulted in correlations ranging from .60 to .91 (Carlisle, Shinedling,
& Weaver, 1970; Rotatori, Sedlak, Freagon, 1979; Stewart & Meyers, 1974). Ro-
tatori, Sedlak, and Freagon (1979) evaluated the relationship between Stanford-
Binet and Slosson scores of only severely and profoundly mentally retarded
children. Most of these children obtained higher IQs on the Slosson. However,
the Slosson and Stanford-Binet raw scores correlated .90. Yet, these authors
cautioned against viewing the Slosson Intelligence Test as an adequate instru-
ment for assessing intellectual functioning because of the skewness of their
distribution and the similarity of test items. The Slosson Intelligence Test seems
most valid for screening purposes.

The Stanford-Binet and Wechsler Intelligence Scales

The individually administered intelligence tests (Terman & Merrill, 1960;
Wechsler, 1967, 1974) are often part of an in-depth evaluation of the severely and
profoundly mentally retarded person. Although they are valuable in identifying
deficits, these tests are limited as a method of assessing the existing cognitive
functions of children with these more severe disorders. Many individuals are
untestable with the standard intelligence-test procedures (Ellis et al., 1982; Mor-
ganstern, 1983). Ellis et al. (1982) provided evidence on severely and profoundly
mentally retarded adults that suggests that there may be wide variations in
learning and retention on simple discrimination tasks by persons performing
within the more severe ranges of intellectual functioning on individually admin-
istered intelligence tests. This research distinguished a high (IQ = 12.1, SD =
4.3) and a low (IQ = 8.0, SD = 3.1) profoundly mentally retarded group. One
subject within the low profound group seemed to grasp the task as well as the
moderately mentally retarded group. A few subjects performing within the
severe and moderate mentally retardation range on the intellectual tests failed to
learn the discrimination task. However, in general, a greater percentage learned
the task in the moderately and severely mentally retarded groups than in the
profoundly mentally retarded group. Even though there is variation in learning
within the severely and profoundly mentally retarded groups, the individually
administered intelligence tests are effective as one of the factors in making some
evaluation of learning and retention abilities.

The Stanford-Binet Intelligence Scale, Form L-M, revised (Thorndike, 1973)
is an individually administered intelligence test that usually allows one to identi-
fy a mental age and an intellectual quotient at a level that fits within the AAMD
criteria (Grossman, 1973) for severe and profound mental retardation. The Stan-
ford-Binet measures general intelligence by having the examiner administer
items that assess the areas of language, memory, conceptual thinking, reason-
ing, visual-motor skills, and social intelligence (Sattler, 1982). At the younger
ages (below 5 years), the items are mainly ones requiring visual-motor skills
rather than verbal and abstract reasoning (Morganstern, 1983). This emphasis on
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visual-motor skills often allows the examiner to establish an IQ for severely and
profoundly mentally retarded children. In addition, the assessment provides
some information on the degree of the visual-motor, memory, and social-intel-
ligence abilities available to the severely disordered child for learning simple
academic and adaptive tasks. The Stanford-Binet should be viewed as an initial
screening method, as it is unlikely to provide as much relevant information
concerning the child’s abilities as the developmental and adaptive behavior
scales.

Few studies have focused on the reliability and validity of the Stanford-
Binet scales in their use with severely and profoundly mentally retarded chil-
dren. The information available in the manual (Thorndike, 1973) indicates test—
retest reliability coefficients of .90 for the Stanford-Binet Intelligence Scale, Form
L-M. Earlier reliability coefficients indicated that there was greater reliability on
the two forms of the test at the lower than the higher levels of IQ (McNemar,
1942). The 1960 revisions of the Stanford-Binet (Terman & Merrill, 1960) com-
bined items from these two forms, and the reliability of the revised scale was
based on high levels of biserial correlations of the subtests. The norms of the
Stanford-Binet Form L-M were revised in 1972. This sample included more
lower-functioning children.

In addition to having norms for low IQs, the Stanford-Binet Intelligence
Scale has been shown to correlate with the learning rate (Ellis et al., 1982) and the
receptive language abilities (Wells & Pedrini, 1967) of the severely and pro-
foundly mentally retarded. Unfortunately, Ellis et al. (1982) did not specify how
much the Stanford-Binet correlates statistically with the learning of a discrimina-
tion task. The Stanford-Binet scale is only one of several tests used in this study
to classify subjects as severely and profoundly mentally retarded.

Leiter International Performance Scale

Often, the assessment of the severely and profoundly mentally retarded
may be expanded by including some individually administered tests that rely
less on verbal instructions to and verbal responses of the child. The Leiter
International Performance Scale (Leiter, 1969) is an evaluation tool for assessing
general intellectual functioning where the examiner gives instructions with ges-
tures and pantomine. The child is required to select a wooden block with a
picture or symbol on it that fits with the design on a cardboard strip presented
by the examiner. Most of the items are untimed. The Leiter includes tasks of
matching colors and shades, reconstructing block designs, and arranging items
in logical sequences. The tasks seem to emphasize perceptual organization and
discrimination skills (Sattler, 1982). The Leiter International Performance Scale
has tests for ages 2-18. As in the Stanford-Binet scales, there are several tests at
each age level.

In the administration of the Leiter International Performance Scale, it is
necessary to establish basal and ceiling levels. The ceiling level is defined as the
point where all tests at two consecutive age levels are failed. The original stan-
dardization of the Leiter was done with a small population of Hawaiian children
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of Japanese and Chinese origin and a group of children from the other states of
the United States (Leiter, 1948). A difference in mean IQs was found in the two
groups. The 1969 revision of the Leiter was an attempt to increase the normative
population. However, the manual does not adequately describe the standardiza-
tion sample and the reliability data. Unlike other intelligence scales, the Leiter
yields a mental age and a ratio IQ. Research on the Leiter has shown satisfactory
test—retest reliabilities (Sattler, 1982). In terms of validity, the Leiter has been
shown to correlate fairly well with the Stanford-Binet and with the Wechsler
Intelligence Scale for Children (WISC). It correlates more closely with the WISC
Performance than with the Verbal scale. Occasionally, researchers have found
large differences between the Leiter and the Stanford-Binet or the WISC Perfor-
mance Scale IQs (Bonham, 1974; Sattler, 1982). Despite the standardization,
reliability, and validity problems, the Leiter International Performance Scale is
helpful when assessing a multiply handicapped severely or profoundly mentally
retarded child. The nonverbal, hearing-impaired, and motorically handicapped
child should be able to respond to the Leiter. Also, the test may help to differ-
entiate the severely mentally retarded from the hearing-impaired and the phys-
ically impaired, as only the mentally retarded child would be expected to per-
form at least 3 standard deviations below the mean in IQ.

Peabody Picture Vocabulary Scale

The revised Peabody Picture Vocabulary Test (PPVT-R) is a useful adjunct to
the more generalized intelligence tests when evaluating children with severe
mental retardation disorders (Dunn & Dunn, 1981). From the PPVT-R, one is
able to get an assessment of the child’s receptive language and visual com-
prehension (Sattler, 1982). The PPVT-R consists of four pictures on each of 175
plates. There are two forms of the PPVT-R, referred to as L and M. The examiner
pronounces a word, and the child is asked to indicate the picture that best fits
the word. When children have a motoric handicap, the examiner may point to
each picture and have the child indicate the correct one by some prearranged
method. The PPVT-R assesses ages 2%z years through adulthood. The scoring
yields a standard score; the range of scores is 40-160, with a mean of 100 and a
standard deviation of 15.

The available reliability data vary with age groups (Dunn & Dunn, 1981).
On Form L, the PPVT-R’s median split-half reliability is » = .80 for ages 2%2—18
years. On Form M, the PPVT-R’s median split-half reliability is r = .81. Previous
studies with the PPVT indicated high stability of scores for the mentally retarded
(Dunn & Dunn, 1981; Sattler, 1982). A validity study of the PPVT showed a
correlation of r = .72 with the Stanford-Binet scale in a population that included
the severely mentally retarded (IQs ranged from 24 to 69 on the Stanford-Binet;
Wells & Pedrini, 1967).

Some severely and profoundly mentally retarded children may not score
within the standard score range on the PPVT-R. However, the information from
the assessment may have utility when planning education and rehabilitation
training. Also, it may serve as a screening device to differentiate the physically
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handicapped and nonverbal child from the mentally retarded or multiply handi-
capped mentally retarded child.

When attempting to asess the intellectual functioning of a severely or pro-
foundly mentally retarded child, the evaluator is often faced with a situation that
yields no test results under standard administration procedures (Berkson &
Landesman-Dwyer, 1977). In these situations, it seems logical to consider modi-
fying the testing procedures in order to get some information concerning the
child’s intellectual functioning (Morganstern, 1983). These modifications may
include getting the child to cooperate by using rewards and providing extra time
to complete tasks. The psychologist may gain information by creating methods
to provide extra cues to answers. Clinically useful information is obtained from
testing the limits of a child’s learning. These methods may produce information
for planning training programs for the child.

DEVELOPMENTAL SCALES AND ASSESSMENT OF ADAPTIVE
BEHAVIORS

The inability of intellectual assessment tools to provide adequate data on the
programmatic needs of severely disabled children, as well as the growing need
to assess and predict the adaptive capacity of these children, has demanded the
application of diagnostic procedures that focus on developmental lags. In addi-
tion, the value of direct observations of behavioral deficiencies reinforces the use
of developmental scales.

Traditional psychometric tests and the available developmental scales allow
for a comparison of disabled children with a healthy, normative population
(e.g., Bayley, 1969; Cattell, 1940). Piagetian-based scales (e.g., Uzgiris & Hunt,
1975) and assessment of adaptive behaviors (e.g., Fogelman, 1975) provide a
more in-depth analysis of clusters and categories of behavioral skills, the prima-
ry focus of intervention with severely disabled children. Research and clinical
experience with these diagnostic processes has stimulated the development of
new scales, sensitive to the intervention needs of disabled children.

Traditional Developmental Scales

In assessing the infant’s and the young child’s development, the Bayley
Scales of Infant Development (Bayley, 1969) can provide information concerning
the child’s development of cognitive, sensorimotor, and social skills. The Bayley
is a scale that is administered directly to the child. It provides more information
for rehabilitation planning by professionals working with the severely or pro-
foundly mentally retarded young child or infant than do intellectual assessments
(Goldman, L’Engle-Stein, & Guerry, 1983).

The Bayley Scales of Infant Development are designed for use with children
from 2 to 30 months old (Bayley, 1969). There are three sections to the Bayley
(Mental Scale, Motor Scale, and Infant Behavior Record). The Mental Scale con-
tains 163 items concerning activities and mental processes such as attention,
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shape discrimination, imitation, vocalization, memory, acquisition of object con-
stancy, problem solving, and naming objects (Goldman et al., 1983; Sattler,
1982). The Motor Scale includes 81 items related to fine and gross motor ac-
tivities, such as reaching, grasping, walking, hopping, and sitting. The Motor
and Mental Scales contain items that are directly administered to the child. The
Infant Behavior Report is completed after the child is evaluated because it is a
systematic way of summarizing behavioral observations of the infant’s social
orientation, cooperativeness, fearfulness, tension, general emotional tone, goal
directs, attention span, and activity level during the testing session. Because of
the way in which items are arranged on the Bayley, it initially requires consider-
able practice to become proficient in its administration.

The Bayley scales were standardized on a sample representative of the U.S.
population of infants 2-30 months at the time of the test’s construction. The
normative group did not include a representative sample of mentally retarded
persons. The Mental Scale yielded a mental index that is a standard score, with a
mean of 100 and a standard deviation of 16. The Motor Scale is also designed to
result in a similar type of standard score.

On the Bayley Mental Scale (Bayley, 1969), the split-half reliability coeffi-
cients range from .81 to .93, with a median of .88. On the Motor Scale, the split-
half reliabilities range from .68 to .92, with a median of .84. Reliabilities tend to
be lower on the Motor Scale for the ages 2—-5 months.

In terms of validity, the Bayley manual reports correlations between the
Mental Development Index and the Stanford-Binet IQ ranging from .47 to .64.
Vanderveer and Schwied (1974) found that 73% of a group of infants diagnosed
as moderately to profoundly mentally retarded at 30 months or less (mean =
29.2 months) were still performing within the same range of mental retardation
when reevaluated 12 months or more later (mean test-retest interval = 21
months; range = 12-39 months). About half the retests were with the Bayley
Scale, and the others were evaluated with the 1960 revision of the Stanford-Binet
Intelligence Scale (Terman & Merrill, 1960). These data suggest some predictive
validity for the Bayley scales. The authors suggested that the stability of scores
within the lower levels of mental retardation may mean that these children’s
mental conditions are resistive to change by social and educational interven-
tions. Despite the results of Vanderveer and Schweid (1974), the primary pur-
pose of the Bayley scales is to describe the child’s present development and to
identify areas of developmental lags (Bayley, 1969). These developmental lags
usually become the focal points of a rehabilitation plan.

There are several other individually administered scales that may be useful
in assessing the assets and deficits of a developmentally delayed child. Cattell’s
Infant Intelligence Scale (Cattell, 1940), which is similar to the Bayley scales, con-
tains 96 items and 30 alternative items to assess infants from 2 to 39 months of
age. The lack of inclusion of motor behaviors makes Cattell’s Infant Intelligence
Scale less valuable for assessing severely and profoundly mentally retarded
children because, at younger ages, their delays in motor development may be a
critical factor in showing their level of mental retardation and the areas potentially
needing rehabilitation. Items on the Cattell are rated, similarly to Bayley scale
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items, at a higher age range. Thus, the Cattell may give an inflated estimate of the
child’s cognitive functioning. The norms for the Cattell are somewhat limited for
use with severely mentally retarded children because they were based on a small
sample (N = 274) of children who were born by normal delivery, whose fathers
were employed, and who came from northern European stock. The split-half
reliability of the Cattell varies considerably with age level (e.g., r = .56 at 3
months, and r = .90 at 18 months). In general, Cattell’s Infant Intelligence Scale
compares favorably with the Bayley scale in terms of reliability. However, the
Cattell, unlike the Bayley scale, does not provide as clear a profile of the infant’s
development.

Several infant and preschool scales have been developed as initial screening
devices (Burgess, Asher, Doucet, Reardon, & Daste, 1984). The Denver Devel-
opmental Screening Test (DDST) is one of the most frequently used screening
devices. It is designed so that health professionals, educators, and others may
learn to administer it without extensive training. The DDST may serve to alert
professionals of the need to further evaluate signs of possible developmental
lags. For the severely mentally retarded child, the DDST may serve as the initial
method of validating parental interview information. Therefore, the DDST may
provide realistic information when a parent is unable to accurately describe the
child’s development. The scale is designed to evaluate the functioning of chil-
dren from birth to 6 years old.

The DDST is designed to assess a child’s functioning in the areas of social
behavior, self-help skills, eye-hand coordination, receptive and expressive lan-
guage, and gross-motor skills (such as sitting up and walking). The ability to see
and hear is also evaluated. The examiner is expected to choose, from among the
105 items, the ones that are appropriate for the child’s age. The test requires
materials such as a box of raisins, a rattle, and a tennis ball. These materials are
used to directly assess the child’s development. A few questions are to be
answered by the parent. The scoring of the DDST is designed to identify as
delays any failure to make a response that 90% of a younger normative group
would make. Thus, the DDST may be somewhat limited as an evaluation for
severely and profoundly mentally retarded children because it does not provide
much detailed information on social and cognitive functioning. Frequently, the
delays of severely and profoundly mentally retarded children are clearly identi-
fiable without the use of the DDST or other initial screening scales.

The DDST was standardized on a sample of children from Denver, Colora-
do (Frankenburg, Dodd, & Fandal, Kazuk, & Cohran 1975). Although represen-
tative of the Denver population, the DDST norms do not reflect the racial and
socioeconomic levels of the country. The test-retest reliability of the DDST has
ranged from .66 to .93 for the various age groupings of the DDST (Sattler, 1982).
However, examiner agreement was high (90%) among the four examiners of
children for the normative data. In terms of validity, a study comparing mentally
retarded and nonretarded children indicated that the DDST correlated with the
Stanford-Binet and Bayley scales at high levels (.84 to .95) (Frankenburg, Camp,
& Van Watta, 1971). The DDST has been shown to correlate with shorter screen-
ing devices (e.g., the Pre-screening Developmental Questionnaire) that are
based on the DDST (Burgess et al., 1984).
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The developmental screening scales and the more in-depth developmental
scales are useful as methods of identifying areas where the severely or pro-
foundly mentally retarded child may benefit from rehabilitation. These scales
allow the psychologist and other professionals to devise a rehabilitation plan for
the child at a preschool age. The information obtained also helps to differentiate
the mentally retarded child from the child who has a developmental delay that is
the result of a visual, auditory, or other physical handicap.

Piagetian-Based Scales of Infant Development

Dunst (1982) discussed the differences between traditional psychometric
tests of infant development and Piagetian scales. Three significant differences
were noted, both theoretically and conceptually:

1. The basis of traditional infant development tests is a unitary concep-
tualization of intelligence. Piagetian scales are based on the understanding that
cognitive performance early in life is a composite of “relatively discrete abilities
or traits.”

2. Traditional tests assume an additive conception of development, with no
significant attention to possible interrelationships among test items. Piagetian
scales are based on a sequential and ordinal progression of items. Successively
higher levels of ability indicate that different types of sensorimotor skills have
developed in a hierarchical fashion (from simple forms to more complex forms of
behavior).

3. Unlike the traditional conception of a fixed rate of development, Piage-
tian-based scales assess the rate of development as affected by a variety of
experiences and environmental influences.

Piaget (1951, 1952, 1954) described the sensorimotor period of life in a devel-
opmental sequence of six stages. During this period (from birth to approximately
2 years), sensorimotor cognitive capacity emerges through eight interrelated
areas: problem solving, object permanence, spatial relationships, causality,
time, vocal imitation, gestural imitation, and play. Intelligence, or cognitive
adaptation, emerges from behavioral schemes available from birth. These
schemes react to and interact with internal and external stimuli. Toward the end
of the sensorimotor period, the child is able to use representational and symbolic
behaviors. Piaget’s theoretical ideas, as well as his observations of the unfolding
competencies during the sensorimotor period, have been used to develop new
assessment procedures.

The Casati-Lezine Scales (1968) represent one of these Piagetian measures
and use four scales to assess sensorimotor development. These scales address
four areas: exploration of objects, visual pursuit and search for hidden objects,
use of intermediaries, and combination of objects. The Escalona-Corman Scales
(1966) measure the sensorimotor development of object permanence and space.
The Uzgiris-Hunt Scales (1975), the best of the Piagetian-based scales, measure
the development of sensorimotor skills in seven structurally related areas:

1. Scale I Visual Pursuit and the Permanence of Objects
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2. Scale .  Means for Obtaining Desired Environmental Events (prob-
lem solving)

Scale IlIA Development of Vocal Imitation

Scale IIIB  Development of Gestural Imitation

Scale IV Development of Operational Causality

Scale V. Construction of Object Relations in Space

Scale VI Development of Schemes for Relating to Objects (play)

NSO w

Scale items vary from 7 (Scale IV) to 14 (Scale I). The items are designed to elicit
in the child a range of behaviors. These behaviors, or “critical actions,” are the
basis of inferences about the child’s achievement on a specific scale (functional
domain).

Several studies have examined the reliability and the validity of Piagetian-
based scales (Dunst, 1980; Dunst & Rheingrover, 1981; Uzgiris, 1983). Interob-
server reliability was found to be high (r = .85 to .96), with solid short-term test—
retest reliability (r = .88 to .96). Low long-term stability was found as expected,
indicating variability of development for different infants. Comparisons of two
different scales measuring the same construct (e.g., space) provided high alter-
nate-forms reliability (» = .85 to .95). Construct validity of these scales was also
researched (Dunst, 1978; Dunst & Rheingrover, 1981). Findings from a study of
mentally retarded infants and toddlers (Dunst, Brassell, & Rheingrover, 1981)
indicated at least three factors or clusters at any one age level of development.
Similar findings were reported by Wachs and Hubert (1981) on normal infants,
indicating multifactors at all three age levels studied. These studies support the
Piagetian conceptualization that sensorimotor cognitive capacity is comprised of
a number of relatively independent factors and is not a unitary construct.

The clinical use of Piagetian scales can be derived from both quantitative
and qualitative descriptions of the child tested. The quantification of sen-
sorimotor behaviors uses estimated developmental ages (EDAs), assigned to
landmarks on the scales. Dunst (1980) assigned EDAs to the Uzgiris-Hunt scales.
In a later study, the concurrent validity of these EDAs was studied with mental
age performances on the Bayley and Griffiths scales (Dunst, Rheingrover, &
Kistler, 1983). The average of the separate EDAs on the Uzgiris-Hunt scales was
used as an estimate of the child’s sensorimotor age (SA). The SAs correlated
above .80 with the mental age performances on the Bayley and Griffiths scales.

The use of EDAs and SAs allows for communication among professionals,
but without much information that leads toward an in-depth understanding of
the particular behavioral profile of the child. This needed information is mostly
provided by the qualitative description of the child. Dunst (1982) reported on the
use of qualitative descriptions of sensorimotor achievements. Such descriptions
can provide the necessary information on the child’s highest level of functioning
(per scale), the particular configuration or the unique profile (strengths and
weaknesses) of the child, and item-by-item descriptions of specific behaviors.
The sensorimotor achievement profile can also aid in differentiating among
children with specific developmental disabilities. So far, pathological patterns of
development have not been sufficiently researched. However, Dunst (1982) re-
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ported preliminary data indicating that developmentally disabled children show
patterns of performance different from the patterns of normally developing
children.

Sewall Early Education Developmental (SEED) Profiles

The SEED Profiles have been developed by a number of specialists (speech
and language, occupational and physical therapy, child development, and spe-
cial education) in reaction to the inability of known standardized tests to assess
fairly the abilities of handicapped children (Herst, Wolfe, Jorgensen, & Pallan,
1976). SEED evaluation tools were based on a variety of available standardized
tools in an attempt to consolidate tasks and to form structured procedures to
give a more “realistic and complete picture of the child’s abilities” (Herst ef al.,
1976).

SEED Profiles are not the product of a specific theoretical position on child
development, but the result of a pragmatic accumulation of experience in work-
ing with handicapped children. Therefore, the profiles adapt a more eclectic use
of ideas from a number of assessment procedures.

The traditional view of test development for intelligence and adaptive skills
is based on the aggregation of simultaneously occurring behavioral achievement
at a particular chronological age. This view is represented in the SEED Profiles
via the use of age (in weeks and months) as a measure for the normality or
pathology (the presence or absence) of a behavior.

The Piagetian position, favoring ordinal scales, advocates a hierarchy pro-
gression of achievements, when higher levels of achievement are derived and
include or modify lower levels of achievement. This position also advocates a
developmental process with several relatively independent abilities (and not a
unitary ability). This position is represented in the SEED Profiles by the use of
eight separate developmental topics (profiles), giving the examiner the choice of
using all the profiles or selected ones. A complete diagnosis of the child’s devel-
opmental status requires the use of the entire set of profiles.

The Profile

Development is assessed by eight profiles, each addressing a specific devel-
opmental dimension: (1) Social-Emotional; (2) Gross Motor; (3) Fine Motor; (4)
Adaptive-Reasoning; (5) Receptive Language; (6) Expressive Language; (7) Feed-
ing; and (8) Dressing and Simple Hygiene. Each developmental profile is further
broken down into specific developmental categories (skills). The developmental
value of a specific behavior is measured by its presence or absence at a specific
age. All profiles and categories assess expected achievements in intervals of four
weeks for the first year of life. The second year of life is assessed in intervals of
three months. The third and fourth years of life are assessed in intervals of six
months. The appendix gives a more detailed presentation of the eight profiles
evaluated by SEED, with the specific categories assessed. Examples of adminis-
tered items or expected observations are included.
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The SEED assessment requires a room with adequate floor space, a small
table, and a small, stable chair. The functional assessment does not require a
specific order of presentation of profiles; rather, it is adapted to the respon-
siveness of the child. The evaluator gives credit for performance demonstrated
at any given time during the evaluation and not necessarily on demand. Perfor-
mance is maximized by comforting and interacting with the child before assess-
ment. It is acceptable to allow the parents to be present to support the child and
help the examiner. The manual specifies the equipment (e.g., toys, objects, and
tools) needed to support each profile, for example, a string attached to a small
toy for the assessment of play (part of the Social-Emotional profile).

The Scales of Functional Independence are a measure of eating, dressing,
and toileting skills. The eating scale is best completed from direct behavioral
observation of the child. The other scales may be completed from information
provided by an informant. The Scales of Social Adaptation are a way of assessing
social adjustment and social interactions. The Balthazar Scales of Adaptive Be-
havior were normed on institutional residents at a state training school in
Wisconsin. The group ranged in age from 5 years to 57 years and had IQs below
35. The norms are not adequate because of the small sample. Interrater reliability
on the Scales of Functional Independence was r = .42 to 100, with a median of x
= .81. The greater variability on the Social Adaptation Scales may be due to
variability in responses to various people. Further study is needed to establish
the reliability and validity of these scales. They seem to hold promise as a
method of monitoring and planning the treatment of the severely and pro-
foundly mentally retarded person.

These profiles were meant not to test curriculum, but to evaluate functions
toward the development of individualized, programmatic objectives for the
child.

Each profile skill area provides detailed descriptions of expected behaviors
in reaction to parents, examiner, and objects per age intervals. The manual
provides clear and detailed instructions for charting the performance of the
child. Basal and ceiling levels of performances are used to indicate the age level
at which the child begins to miss completion of behaviors, as well as the highest
level at which the child is successful in performing at least one item per category.
A master profile sheet is used to summarize the charting on the eight develop-
mental profiles. All basal and ceiling levels in each category are added and then
divided in half to give an average. Averages from each category (skill area) are
added and divided by the number of categories in order to give a developmental
age per profile. The eight developmental ages obtained are charted on the mas-
ter profile sheet.

Charted findings and a written report are presented to summarize the over-
all abilities of the child. The report includes a detailed set of specific recommen-
dations for the further diagnosis of specific skills, as well as future programmatic
efforts by a multidisciplinary team and the parents.

The SEED Profiles allow for frequent reevaluations of specific skills, catego-
ries, and/or profiles, as well as for periodic complete evaluations. Programmatic
suggestions and objectives can be directly based on the items or tasks used for
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assessment because of the items’ functional-adaptive nature. Developmental
gains can be easily recognized by the individuals directly involved in training or
intervention, without a formalized assessment event.

The developers of the SEED Profiles omitted or redefined technical terms,
allowing for the administration of the profiles by experienced professionals and
paraprofessionals. It is recommended in the manual that appropriate specialists
be consulted to interpret results and to assist in programmatic recommenda-
tions. For example, consulting with a speech pathologist helps significantly in
the interpretation of the Feeding Profile.

The SEED manual does not specify validity and reliability factors. The man-
ual provides the list of sources (research and literature) for the development of
the profiles.

In this section, developmentally based assessment methods that have only
recently begun to be used a good deal were reviewed. A very popular method,
which will be discussed next, is adaptive behavior assessment.

ADAPTIVE BEHAVIOR ASSESSMENT

In assessing the severely and profoundly mentally retarded child’s overall
functioning, adaptive behavior is as important a factor as intellectual level. A
number of adaptive behavior scales have been developed in order to aid in the
evaluation of the mentally retarded child’s ability to respond to his or her en-
vironment in a socially acceptable and effective manner. By using adaptive
scales, the examiner of the severely and profoundly mentally retarded child has
a means of identifying behaviors that are assets and deficits of the child in the
effort to become as normalized and independent in functioning as possible
(Leland, 1983). From these scales, the areas for future training may be identified
and prioritized. Also, the inclusion of areas such as physical development and
social responsibility should help health-care professionals to determine the as-
pects of the child’s mental retardation that may interfere with her or his chance
of being rehabilitated.

AAMD Adaptive Behavior Scale

One of the most effective adaptive behavior scales is the AAMD Adaptive
Behavior Scale (ABS; Forness & Nihira, 1984; Nihira, Foster, Shellhaas, &
Leland, 1969). The ABS was originally developed by a group of psychologists at
the Parsons State Hospital and Training Center in Kansas, under the auspices of
the AAMD. Since it was first published, it has been revised several times in
order to improve its psychometric properties (Fogelman, 1975; Lambert, Wind-
miller, Cole, & Figueroa, 1975a). Lambert, Windmiller, Cole, and Figueroa
(1975b) developed a version of the ABS for use with children in public schools
rather than institutions.

The ABS consists of two parts, which are designed to measure independent
functioning in daily living and personal responsibility (Part I) and maladaptive
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social behaviors (Part II) (Fogelman, 1975). Areas assessed in Part 1 of the ABS
are independent functioning (e.g., travel), physical development, language de-
velopment, concept of numbers and time, vocational ability, self-direction (e.g.,
use of leisure time), responsibility, and socialization. Within each domain of the
ABS, items are arranged in a logical developmental order. This ordering of items
makes the ABS an effective aid in deciding where to begin an individual's
rehabilitation program. Also, the design of Part I makes it a helpful tool for
evaluating the progress of the severely and profoundly mentally retarded. Part II
of the ABS concerns maladaptive behaviors. The domains of Part II are violent
and destructive behavior, antisocial behavior, rebellious behavior, eccentric hab-
its, self-abusive behavior, sexually aberrant behavior, psychological distur-
bances, and use of medications. This section of the ABS is not arranged in a
developmental progression.

The Adaptive Behavior Public School Version (ABS-PSV) is similar to the
ABS (Lambert, Windmiller, Cole, & Figueroa, 1975b). Certain domains that are
less relevant to a school setting are omitted (e.g., domestic activities in Part I). It
is to be used with children of ages 7 years 3 months to 13 years 2 months. The
ABS and the ABS-PSV may be administered in one of the following ways: (1) a
parent or teacher interview is conducted, and the professional completes the
scale based on the information; (2) the professional completing the scale bases
responses on his or her own knowledge of the person; or (3) the examiner
solicits information from several persons and completes the scale based on the
composite information.

The reliability of a child’s ABS ratings depends partially on how well the
informant knows the child, and on whether the child’s optimal behavior is
exhibited around the informant. Some of the items on the ABS are worded in a
vague manner, which results in the informant’s having to make an interpreta-
tion that may be inaccurate (Knapp & Salend, 1983). Also, when using a parent
as an informant, the professional may need to assess whether the parent’s
emotions about the child influence his or her perceptions of the child’s behavior.
In a comparison of moderate and severely mentally retarded children’s ratings
on the ABS-PSV with parents and teachers as informants, Mealor and Richmond
(1980) found that the parents tended to rate their children at higher levels than
the teachers in the areas of independent functioning, economic activity, domes-
tic activity, and vocational activity; however, these authors stated that the areas
of disagreement concerned items where parents would have more opportunities
to observe the child. The ABS manual indicates interrater reliabilities in an
acceptable range for Part I of the scale (r = .71 to .93; ¥ = .86). There is more
variability reported in the Part II interrater reliabilities (» = .37 to .77; * = .57)
(Fogelmann, 1975). Reliability has been found to be unacceptably low on inter-
rater reliabilities of part II of the ABS (r = .32 to .84; x = .56) (Isett & Spreat,
1979). The inconsistency in ratings of Part II of the ABS could be due to different
interpretations of the items, or to actually observing different behavior by the
client dependent on the presence of different observers. The limited evidence of
test—retest reliability indicates fairly high levels of reliability (r = .85 to .97 on
Part I, and r = .60 to .97 on Part II) (Isett & Spreat, 1979).
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The ABS standardization was based on mentally retarded children and
adults in 68 institutions in the United States. The norms in the manual are of
limited value when evaluating a mentally retarded child who is not in an institu-
tional setting, as no information is provided about functioning outside an in-
stitution. For the evaluation of mentally retarded children in the community, the
AAMD ABS-PSV is more appropriate because it has norms based on class place-
ment (i.e., EMR [educable mentally retarded], TMR [trainable mentally re-
tarded], regular class). The ABS-PSV may not provide adequate information
concerning the functioning of the profoundly mentally retarded or multiply
handicapped child. In scoring both versions of the ABS, the child’s functioning
in the various domains is compared to that of the normative group, and a
percentile profile is developed. From the profile, the examiner is able to identify
strengths and weaknesses.

According to the ABS manual, it discriminates between individuals func-
tioning at different adaptive levels that are based on clinical impressions and
institutional placement. The ABS has been found to correlate with intellectual
level (Sattler, 1982). There are two studies concerned with concurrent validity of
the ABS. Millham, Chilcutt, and Atkinson (1978) found low comparability of
ABS domain ratings and observations of children’s actual behavior. In contrast
to these findings, Forness and Nihira (1984) obtained correlations between the
ABS and classroom behaviors of attending, verbal or gestural communication,
and peer responsiveness to the child. However, Forness and Nihira (1984) cau-
tioned that their results may be more a reflection of the generalizability of adap-
tive behavior measures across settings because the ABS ratings reflected ward
behavior and not classroom behavior. More research is needed to clarify the
value of the ABS for predicting classroom functioning. At present, it is more
logical to use the ABS as only one of several methods of assessing the severely
and profoundly mentally retarded. Some direct observation of behavior is proba-
bly necessary in order to get an accurate understanding of the child’s
functioning.

Other Adaptive Behavior Scales

The Vineland Social Maturity Scale has been one of the more popular meth-
ods of obtaining information concerning the functioning of the mentally re-
tarded (Doll, 1935, 1940, 1965; Mealor & Richmond, 1980). The Vineland was
revised and expanded by Sparrow; Balla, and Cicchetti in 1984. The Vineland
Adaptive Behavior Scales (Sparrow et al., 1984) are designed to measure the
personal and social sufficiency of individuals from birth to adulthood. Like the
Vineland Social Maturity Scale (Doll, 1935), the Vineland Adaptive Behavior
Scales are useful in evaluating the severely and profoundly mentally retarded
person by gaining the information from persons familiar with the mentally
retarded individual’s self-help and social functioning.

The three versions of the Vineland (i.e., Interview Edition, Survey Form;
Interview Edition, Expanded Form; and Classroom Edition) measure adaptive
behavior in the domains of communication, daily living skills, socialization, and



240 HELEN EvANS AND ELIEZER SCHWARTZ

motor skills. Also, the Survey Form and the Expanded Form include an optional
maladaptive behavior domain. A trained examiner administers the Survey Form
or the Expanded Form to a parent or caregiver of a child from birth to 18 years 11
months. This information is recorded in a record booklet during the interview.
The Classroom Edition is a questionnaire that is completed by a teacher of the
student from 3 years of age to 12 years 11 months. The questionnaire and the
interview are interpreted by a trained evaluator.

Each of the editions of the Vineland Adaptive Behavior Scales was standard-
ized on a national sample of handicapped and nonhandicapped individuals. The
normative groups were representative of the U.S. population in terms of race,
sex, ethnic group, region of the country, and parents’ education. As there were
no severely or profoundly mentally retarded children in the normative groups,
the norms are somewhat limited for estimating how well the severely or pro-
foundly mentally retarded child will function in settings with other retarded
children. However, the inclusion of norms for emotionally disturbed, hearing-
impaired, and visually impaired children should be helpful when assessing the
adaptive behavior of multihandicapped children or making a differential diag-
nosis between mental retardation and other handicaps. An individual’s raw
score may be compared to the scores of the normative groups by percentile rank,
adaptive levels, and age equivalents. Age equivalents and adaptive levels are
given for each domain.

The Vineland Adaptive Behavior Scales include many more items than the
original scale. Items included in the Vineland Adaptive Behavior Scales were
selected based on a tryout of a form of the scale with a national sample. The data
from the national tryouts were used to create the final form of the Vineland.
Split-half reliability coefficients for the normative sample on the Survey Form
domains at different levels were Communication, r = .73 to .94; Daily Living
Skills, r = .83 to .94; Socialization, r = .78 to .94; and Motor Skills, r = .70
to .95. Split-half reliabilities for the supplemental norms of the handicapped
groups were higher than those for the main normative groups. Test-retest relia-
bility for the main sample in terms of the four domains and composite standard
scores ranged from r = .76 to .93. Interrater reliability for a portion of the main
sample was generally high.

Factor analyses supported the validity of the four domains and the com-
posite score. The correlation between the Vineland Adaptive Behavior Scales
and the original Vineland was r = .55. Bolen, Childers, and Durham (1984)
found a correlation of .97 between the original and revised Vineland for a group
of mentally retarded adults in a residential facility. These researchers also inves-
tigated the relationship between the Vineland Adaptive Behavior Scales and the
AAMD Adaptive Behavior Scale. Correlations between the domains ranged
from .40 to .70. The Vineland and the Kaufman Assessment Battery for Chil-
dren, an intelligence test, correlated low in most areas (r = .08 to .52). These low
correlations support the hypothesis that the Vineland measures adaptive behav-
ior, which is different from intelligence.

In summary, the Vineland Adaptive Behavior Scales seem to represent a
fairly reliable and valid instrument for assessing the severely mentally retarded
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child’s adaptive behavior strengths and weaknesses. This information should
aid professionals in program planning. A comparison of results on the various
forms for an individual will help in the assessment of any differences and sim-
ilarities in functioning in different settings; however, because of the newness of
the Vineland, much more research is needed to fully establish its effectiveness
with severely and profoundly mentally retarded children. Research (Gardner &
Giampa, 1971) with the original Vineland showed that it was a valid method for
assessing the social functioning of the severely and profoundly mentally re-
tarded. A similar finding is likely with the Vineland Adaptive Behavior Scales.

The Balthazar Scales of Adaptive Behavior (Balthazar, 1976) were specifical-
ly developed for assessing the adaptive behavior of severely and profoundly
retarded children and adults. The two parts of the scale are the Scales of Func-
tional Independence and the Scales of Social Adaptation.

The Scales of Functional Independence are a measure of eating, dressing,
and toileting skills. The eating scale is best completed from direct behavioral
observation of the child. The other scales may be completed from information
provided by an informant. The Scales of Social Adaptation are a way of assessing
social adjustment and social interactions. The Balthazar Scales of Adaptive Be-
havior were normed on institutional residents at a state training school in
Wisconsin. The group ranged in age from 5 years to 57 years and had 1Qs below
35. The norms are not adequate because of the small sample. Interrater reliability
on the Scales of Functional Independence was r = .42 to 100, with a median of r
= .81. The greater variability on the Social Adaptation Scales may be due to
variability in responses to various people. Further study is needed to establish
the reliability and validity of these scales. They seem to hold promise as a
method of monitoring and planning the treatment of the severely and pro-
foundly mentally retarded person.

The assessment of adaptive behavior is critical in diagnosing and rehabilitat-
ing the severely and profoundly mentally retarded. Several scales are available
that seem adequate as measures of adaptive behavior; however, more research is
needed concerning how to most effectively use these scales. Also, most scales
lack much normative data concerning the optimal functioning of the severely
and profoundly mentally retarded. :

Assessment of Reinforcement Preferences

The training programs for severely and profoundly mentally retarded indi-
viduals often include the use of behavior modification programs. When design-
ing behavioral programs for children with the more severe levels of mental
retardation, a major concern becomes how to identify a variety of reinforcers.
The severely and profoundly mentally retarded child’s reinforcement prefer-
ences must be identified indirectly by asking adults who are familiar with the
child (Rotatori, Fox, & Switzky, 1979). A reinforcement survey hierarchy was
developed by Rotatori, Fox, and Switzky (1979) to facilitate the identification of
reinforcers for severely and profoundly mentally retarded children and adults.
The Reinforcement Survey is to be completed by someone familiar with the
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child. Also, one could take the list of food, activity, tactile, auditory, and social
items and directly expose the child to the items in order to identify and develop
new potential reinforcers.

The Reinforcement Survey Hierarchy consists of 156 items that are cate-
gorized under the areas of eating, drinking, listening to (e.g., a music box),
looking at (e.g., lights and faces), playing with, academic activities (e.g., color-
ing and scribbling), home living chores, touching, social (e.g., verbal praise),
smelling (e.g., perfume), and high-frequency behaviors. The high-frequency
behaviors are behaviors that severely and profoundly mentally retarded people
often use as self-stimulation (e.g., rocking). Rotatori, Fox, and Switzky (1979)
suggested using the high-frequency behaviors to reinforce low-frequency behav-
iors. However, it seems that these reinforcers should be used cautiously because
they are maladaptive behaviors.

The Reinforcement Survey Hierarchy was established by having the teach-
ers of 127 severely and profoundly mentally retarded individuals identify rein-
forcers being used in the training of these mentally retarded persons. These
students were being trained in workshops and schools. Rotatori, Fox, and
Switzky (1979) also asked educators to list reinforcers used in training under the
11 categories used in the reinforcement survey. Then, the authors of the scale
reviewed files of severely and profoundly mentally retarded children and adults
in order to the identify reinforcers used in therapy.

The survey is administered by a person familiar with the client. Each item is
rated on a 5-point scale according to the degree that the client will perceive it as
reinforcing. A rating of “No Opportunity” is made if the mentally retarded
person has no experience with the stimulus. The scale has not received valida-
tion by direct behavioral observation of preferences. However, it seems valuable
as a means of expanding the potential reinforcers for the severely and pro-
foundly mentally retarded beyond the usual food reinforcers.

In addition to this formalized scale, the vast majority of treatment studies on
severely and profoundly mentally retarded persons have used operationally
defined target behaviors. Feeding, dressing, self-injurious behavior, and
rumination are just a few of the behaviors that have been assessed. The reader is
referred to books by Matson and Bruening (1983), Matson and McCarthey
(1981), and Whitman, Scibak, and Reid (1982) for an extensive review of this
topic.

CONCLUDING REMARKS

The complexity and multiplicity of needs addressed in the provision of
services to a severely disabled child and his or her family demand a multi-
disciplinary and well-coordinated team approach. Therefore, the differential
diagnostic process requires an appreciation of two interrelated considerations.

The diagnostician is asked for an objective, educated, and clear presentation
of the developmental status of the child. In addition, the diagnostic information
and the inferences for programming have to be communicated to a large number
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of “significant others” (family members, teachers, and other service providers)
in the life of the child. Consequently, the diagnostician is required to present
findings to a group of people widely varied in their expertise, skills, and sophis-
tication in using diagnostic data.

These considerations demand that the evaluator approach the disabled
child with both a theoretical mastery of the cognitive and psychological develop-
ment of the child and a solid understanding of the contributions made by other
disciplines (e.g., medicine, speech, and education). The assessment of the dis-
abled child necessitates the integration of data from many resources and from a
battery of tests (e.g., a review of the medical data, interviews with the parents,
observations of the child, developmental scales, and adaptive behavioral assess-
ments). Such an evaluation cannot be accomplished in a single session but
require a succession of evaluative events, leading toward a comprehensive pro-
filing of the child’s developmental and adaptive status.

The diagnostician has to develop skills in crossing language barriers among
different disciplines and in presenting assessment findings to a multidisciplinary
team of service providers. Furthermore, the evaluator has to be sensitive to the
need of paraprofessionals and parents for a nontechnical and pragmatic transla-
tion of the assessment findings. The sensitivity of the evaluator to the emotional
readiness and the coping capacity of the parents (to rear their handicapped
child) plays an important role in determining the parents’ acceptance of the
diagnostic findings and their cooperation with the intervention plan.

Recent Advances in Differential Diagnosis

In reviewing the literature on research and clinical practice, it is evident that
the field of assessment of the developmentally disabled child is still in its for-
mative stages, particularly for those children with the lowest levels of cognitive
functioning. Many of the available assessment procedures are based on norms
from samples of healthy children. Consequently, the validity of these pro-
cedures for a disabled population is questionable, and the programmatic value
of diagnostic inferences is often subjective and speculative. Furthermore, the
available assessment tools provide only a restricted capacity to differentiate
diagnostically between severely and profoundly mentally retarded children.
These limitations include difficulties in differentiating among categories of hand-
icapping conditions (e.g., the capacity to identify unique patterns of develop-
mental lags of the visually impaired or the cerebral palsied and the severely
disabled).

The needs for more sensitive assessment procedures and the development
of diagnostic tools based on samples from the disabled population have stimu-
lated valuable research on severely disabled children. The following research
studies are presented to exemplify recent contributions to a more refined differ-
ential assessment of severely disabled children.

Jan Blacher (1984b) reviewed and critiqued the literature on “the stages of
adjustment presumably experienced by parents of children with mental retarda-
tion” (p. 57). Blacher’s critique highlights the need to develop objective instru-
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ments to quantify and operationalize parental adjustment and to test the validity
of the underlying assumptions of stages of adjustment. Such an instrument can
also provide valuable information to the professionals working with these par-
ents, in regard to their adjustment and coping capacity in the presence of a
disabled child in the family.

Merbler and Wood (1984) studied the relationship between the orientation
and the mobility skills of mentally retarded and visually impaired children and
adults, as well as several nonvisual variables (motor, sensory, and concept
skills). The results of this study strongly suggest the value of training in motor,
sensory, and concept skills as part of the basic mobility training for the visually
impaired and handicapped child. This study validates the Peabody Mobility
Scale (from the Peabody Mobility Kit for Multiply Handicapped Blind Children)
as a means of providing information on prerequisites for more independent
mobility.

Kahn (1983) studied the relationship of the Uzgiris-Hunt scales (1975) with
the Adaptive Behavior Scale and receptive-expressive emergent language. His
investigation used severely and profoundly mentally retarded children to study
the parameters of cognitive development and their relationship to the develop-
ment of several skills (e.g., communication). This study added validity to the
Piagetian conceptualization of the sensorimotor stage, as well as to the ap-
plicability of Piagetian-based scales to disabled children.

For some severely and profoundly mentally retarded children, the best
intervention and programmatic efforts result in very little behavioral progress.
However, the care that these children demand from their parents and family
members usually results in sacrifices and expenditure of time, energy, and mon-
ey. Such a demand, more often than not, compromises the integrity of the
family and the well-being of its members, ultimately jeopardizing the capacity to
care for the child. Consequently, the child’s needs are not met by the family, or
the child is institutionalized. Carl ]J. Dunst (1983) proposed an assessment and
intervention approach “with families of profoundly handicapped children, who
place unusual and excessive demands and strains upon their family members”
(p. 1). Using the conceptual framework and postulates of ecological psychology
and social systems, Dunst proposed a family-focused approach to evaluation and
programming. In th